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CONTRIBUTIONS TO THE NORMAL AND PATH- 
OLOGICAL. HISTOLOGY OF THE CAR 
PILAGES. OF -THE bak VN 


By LOUIS ELSBERG,) M.D., 


NEW YORK. 


CHAPTER I.—ESSENTIAL STRUCTURE OF HYALINE 
CARTFILAGE.* 


SecTion IIll.—Deductive. 


I.—Regarding the essential structure. 

Instead of being-a mass of basis-substance in which a 
number of cartilage corpuscles are imbedded, hyaline car- 
tilage is a filigree of living matter, in the meshes of which 
lumps of basis-substance are imbedded. 

The difference between the former and the present view 
of the essential structure isa radical one. Of its full im- 
port I shall say more before the end of this Section. 

The number of investigators who have hitherto suc- 
ceeded in observing cartilage corpuscles sending offshoots 
into the basis-substance, is very small; the number of those 
who have succeeded in tracing such offshoots far enough 
into the basis-substance to observe their forming a network 
isemaller still. As a rule, this network can be seen only 
very faintly in fresh specimens, and in specimens obtained 
either after hardening in chromic acid solution or by other 
methods; but the staining with gold chloride, as practised 
by Heitzmann in 1872 brought it more plainly into view, as 
did also the alcohol method of examination devised by 
Spies. if io7o. The fact that in the-imtervening seven 


* Continued from the ARCHIVES, vol. ii, p. 352. 
I 
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years many observers have endeavored to see it and failed, 
may be due, as claimed by Spina, to the method employed. 
I certainly accord great merit to Spina for his discovery of 
the effect of the alcohol treatment. Not only is it far 
simpler in every way than the gold-chloride treatment, but 
being very easy of employment it is also invariably, so far 
as my experience hitherto has gone, attended with suc- 
cess. Although many have failed with former methods, I 
venture to say that no one who follows the directions given 
by Spina, but will see the offshoots and the network. A dif- 
ferent question, however, than the mere seeing, is the correct 
interpretation. Spina himself does not follow out the logi- 
cal consequences of his observations, and Flesch, the au- 
thor of the latest publication on the subject, goes only so 
far as to say “the offshoots are lost in the basis-substance, 
their continuation forms the cement-substance.”* Perhaps 
it needed the occurrence of so convincing a case as that re- 
corded ‘in the present paper to place the matter of mper 
pretation beyond dispute. At all events, covtar acl am 
aware, no such clear demonstration of the correct interpre- 
tation of the structure of cartilage was ever had before. 
It is the case which figs. 5 and 6 illustrate. The basis 
substance is crowded with lumps visible with even low pow- 
ers of the microscope without any other reagent than that 
the larynx had been preserved in chromic acid solution. 
The lumps are proved to be living matter by all the tests 
applied to them. Their identity in this respect and unin- 
terrupted filamentous and granular connection with the 
cartilage corpuscles on the one hand and with the granules 
and threads of the intercorpuscular network on the other, 
render doubt as to the interpretation impossible. In other 
words, we have in hyaline cartilage before us a mass of liv- 
ing matter arranged principally in the form of a granular 
network with large and small meshes; the large meshes con- 
tain chondrogenous firm basis-substance, the small meshes 
contain liquid, and with their usual but perhaps not essen- 
tial limiting layer constitute the cartilage corpuscles ; 
tices, 85. Though: publioue tan seno, eae Sara ae 


was finished by the end of 1878, Spina’s communication is not referred to. 
Flesch employed gold chloride and other methods. 
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thickened points of intersection of the filaments of the net- 
work constitute granules; comparatively smaller and larger 
lumps of living matter exist 1 in the corpuscle as nucleoli 
and nuclei, the latter also usually already reticulated, and 2 
in the basis-substance as granules and small corpuscles. 

II.—Regarding the so-called “juice routes” or “lymph- 
channels.” 

In my historical sketch 1 have given a very slight idea 
only of the many and elaborate researches to explain how 
nutrient juice might reach the cartilage corpuscle, isolated 
and enclosed in the hard basis-substance. But the truth 
being that the corpuscle is not isolated and so enclosed, 
much of the laborious investigation and ingenious reason- 
ing was inapplicable to the case. Of course I do not agree 
with those who think that cartilage contains a system of 
tubular or other-shaped channels, either with or without a 
lining membrane, or that it contains fibrils with interfibril- 
lar cement-substance; z.¢.,1 do not agree with the advocates 
of either of these views in the sense in which they hold 
them. But I can see how, in the absence of the guiding 
knowledge which was supplied by Heitzmann’s great dis- 
covery of the arrangement of living matter, these differ- 
ent investigators arrived at their conclusions. The minute 
blocks of basis-substance are separated from each other, 
and at the same time joined together, by the living matter 
between them. This is the ground for the interpretation, 
on the one hand, that there exists a ‘‘ viscous-soft ’’ cement- 
substance in the intercorpuscular space capable of conveying 
juices, and, on the other, that there are canals which hold 
offshoots of the corpuscles. There is no good reason that 
I know of, for denying that, in addition to the living mat- 
ter, a certain amount of liquid may be circulating in such 
canals, z. ¢., in the interstices between blocks of basis-sub- 
stance in the intercorpuscular spaces (and perhaps also 
around the corpuscles themselves), and that such liquid may 
carry particles of foreign bodies as charcoal, carmine, cinna- 
bat;etc., far into the cartilaginous tissue ; but the liquid is 
not the essential portion of the contents of these canals, and 
if experimenters have succeeded in injecting them, the high 
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pressure exerted upon the cartilage must have pushed 
aside or compressed the living matter. What the “ juice 
routes” are, is clear enough. When Spina had demon- 
strated that coloring matter is absorbed into cartilaginous 
tissue by means of the offshoots of the cartilage corpuscles, 
he need not have added the remark that proof is wanting 
that the:coloring matter can pass through cartilage outside 
of such offshoots. Such proof will ever remain wanting. 
Every cartilage corpuscle, no matter how far removed it 
be from the source of nutrient supply, is more or less di- 
rectly connected therewith by means of the filigree of liv- 
ing matter; and this filigree itself constitutes the system of 
quice routes. | 

IlI.—Regarding the intermixture of fibrous basis-sub- 
stance. 

The laryngeal, as well as the tracheal and the costal car- 
tilages, invariably contain, irregularly intermixed with hya- 
line basis-substance, a number of small or large portions of 
striated or fibrous basis-substance. Now, notwithstanding 
the constancy of this occurrence, all authors on the subject 
describe it as the result either of a degenerative process 
(Rheiner, Luschka, Schottelius, etc.), or of atrophy (Roki- 
tanski, etc.). According to Schottelius,’ the process com- 
mences in about the tenth or twelfth year of life, and im- 
mediately introduces profound destructions of the tissue. 
He says that the fibres are cylindrical filaments, arranged in 
general in a parallel direction, but somewhat interlaced. It 
seems to him that the formation of these fibres occurs when, 
in a degenerated basis-substance, the cartilage corpuscles 
perish; perhaps by a coagulation process similar to that by 
which fibrine is formed. I shall show in the next chapter 
that Schottelius is mistaken in believing that the intermix- 
ture of striated basis-substance is not found until the 
approach of puberty. But even were he right, I should 
still contend that I have met with fibrous basis-substance in 
healthy as well as in diseased hyaline cartilage, and that 
investigation has not led me to believe that its presence 


* Die Kehlkopfknorpel. Untersuchungen iiber deren physiologische und 


pathologische Texturveranderungen. Wiesbaden, J. F. Bergmann, 1879, pp- 
20, 2%, 
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necessarily results from a degenerative process. When, 
j.t., I find it in every healthy thyroid cartilage that I 
examine, I cannot but regard its development as normal. Is 
it not supererogation to look upon a phenomenon as degen- 
eration which is present—as is this, at least so far as my 
experience goes-—in every individual, without exception ? 
I think the presence of fibrous portions must be considered 
normal in cartilages that appear healthy in every other 
respect; but I do not mean to deny the possibility of 
fibrous degeneration with other pathological conditions. 
In such a case of transformation there must be an inter- 
mediate state. All recent researches tend more and more 
to show that one tissue is never directly changed into an- 
other,-and 1 cannot ‘easily, believe “that what is first a 
hyaline basis-substance can directly become a fibrous one. 
Attempts to explain any such direct transformation have 
proved failures, I believe; and even with our present knowl- 
edge of the existence of living matter within the basis-sub- 
stance, it would be a difficult task to realize that the firm, 
solid, chondrogenous basis-substance can assume the stri- 
ated form. The least that would have to be admitted is a 
melting, z. ¢.,a solution or softening of the basis-substance in 
certain territories of hyaline cartilage, with accompanying 
fusion of the living matter, and subsequent splitting up of 
the mass or masses of the latter into delicate spindles. 

That striated portions of hyaline cartilage have in the 
course of normal development arisen from medullary tissue, 
present in the foetal condition, seems far more probable. If 
this view be adopted, we need not assume with Schottelius 
and others, that all the blood-vessels found after puberty 
are necessarily newly formed, but that some have been pre- 
served from the infantile state. Indeed, I have met with 
appearances in my specimens which seemed strongly to in- 
dicate that some of the blood-vessels formerly present in 
the medullary tissue are now present between the fibres, 
while others have become obliterated, solidified, and trans- 
formed into the basis-substance themselves. 

IV.—Regarding the cell-doctrine and the bioplasson- 
doctrine. 
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Just as the study of cartilage led to the cell-doctrine, 
which at the time of its establishment was a great advance 
in biological science, so the further study of cartilage sup- 
plied the basis for a generalization which is a further devel- 
opment, and must take the place, of the’ cell-doctrine. 
This is Heitzmann’s doctrine of living matter, or, as I have 
named it, the dzoplasson-doctrine.’ 

When the term “cell” was introduced, by Schleiden and 
Schwann, into histology, it was believed that the body on ul- 
timate morphological analysis was found to consist of a num- 
ber of minute vesicles or sacs, enclosing liquid contents in 
which is suspended a more solid body, the nucleus (this latter 
frequently containing a smaller similar body, the nucleolus, 
and this sometimes a still smaller one, the nucleolinus). For 
fully twenty years this idea has been known to be erroneous. 
Indeed, Goodsir nearly forty years ago—only a few years 
after Schwann had established the cell-doctrine and attrib- 
uted the so-called metabolic or vital power to the cell-mem- 
brane—had experimentally determined that the seat of the 
vital process of secretion is not in the vesicle as such, 
but in the so-called cell-contents; Naegeli, in 1845, and Al- 
exander Braun, in 1851, had also shown the cell-wall to be 
comparatively unimportant; and in 1857 Leydig had de- 
clared the “cell” to consist only of a soft substance en- 
closing a nucleus. Certainly, twenty years ago it was proved 
beyond dispute by Max Schultze, Beale, Heckel, and others, 
that what was called a “cell”? was not a vesicle, but es- 
sentially a jelly-like lump of living matter characterized by 
the presence of a nucleus; soon after, Robin, Brucke; 
Kiihne, Stricker, and others, conclusively showed that not 
even a nucleus is an essential constituent of an elementary 
organism; and biologists were compelled to transfer the power 
of manifesting vital properties to “living matter” instead 
of restricting this power to any definite form or element. As 
long ago as in 1861, Briicke proposed to discontinue the use 
of the word “cell” as being a misnomer and misleading, 
and offered as a substitute the expression “elementary or- 


a a ee 
fet : : 
Notice of the Bioplasson-Doctrine.” Zvansactions of the American Medi- 
cal Association, vol. xxvi, 1875. 
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ganism.” Beale proposed, instead, the term “bioplast”’ to 
designate any definite mass of living matter, and Heckel 
the term “ plastid.”’’ From the latter I devised the word 
‘“‘plastidule’”’ as synonymous with ultimate molecule of the 
substance of living matter.” Elementary living matter is 
called with Dujardin “ sarcode,” or with Von Mohl “ pro- 
toplasm, or with Beale “bioplasm,” or, still better .(be- 
cause it isa designation etymologically more nearly mean- 
ing living, forming matter), ‘‘ bioplasson.” * 

According to Drysdale,’ Dr. John Fletcher of Edinburgh 
was the first > who clearly abandoned the idea that the ma- 
terial elements of an organism require the addition “of an 
immaterial or spiritual essence, substance, or power, general 
or local, whose presence is the efficient cause of life,” and 
who arrived at the conclusion that “it is only in virtue 
of a specially living matter, universally diffused and inti- 
mately interwoven with its texture, that any tissue or part 
possesses vitality.” He denied vitality to any gaseous or 
purely liquid fluid, and any hard or rigid solid ; and thought 
the only truly living matter consisted “of the gray matter 
of the ganglionic nerves, which he held to be universally 
diffused, and the gray matter of the brain and spinal mar- 
row.” He described it as a “nitrogenous, pulpy, translu- 
cent, homogeneous matter, yielding, after death, fibrin.” 
‘““ Chemical analysis, accordingly, must be considered as use- 





* The term ‘‘ Plastid’”’ was intended by Heckel to include every form-ele- 
ment, whether a cell in the older sense or alump of living matter without an in- 
vesting membrane, and whether nucleated or unnucleated. For the nucleated 
plastid he retained the word cell or cyte, the unnucleated he called cell-like or 
cytode ; and, according to his precise discrimination, there are therefore four 
kinds of plastids, viz.: 1. Gymnocytodes, or nude cytodes, 7z.e., unnucleated 
- lumps of living matter without membrane ; 2. Lepocytodes, or covered cytodes, 
z.é., unnucleated plastids with investing membrane; 3. Gymnocytes, or nude 
cells, z. e., nucleated plastids without investing membrane ; 4. Lepocytes, or 
covered cells, z. ¢., cells with a cell-wall. The progress of histology has made 
these distinctions for that department of less value than they were when origi- 
nally made, but they are still very useful for natural history purposes. 

2See London Monthly Microscopical Journal, 1872, p. 182; ‘* Proceedings 
American Association for the Advancement of Science,” 1874; and ‘‘On the 
Plastidule Hypothesis,” Proceedings of the same, 1876. 

> Of course, dead bioplasson is a contradiction in terms: bioplasson deprived 
of vitality is no longer bioplasson at all, but merely the chemical remains of 
what once was bioplasson. If this be remembered there will be no confusion, 
even if the word be used in describing tissues, etc., after death. 

*The Protoplasmic Theory of Life, London, 1874. 


°Rudiments of Physiology, Edinburgh, 1835. 
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ful in showing us, not what such matter was composed of 
while it possessed vitality, but what it is composed of a/ter- 
ward.’ ‘Not only is every vital action traced to molecular 
change, and to consumption and regeneration of this struc- 
tureless, semi-fluid matter, combined in a way entirely saz 
generis, but the initiation of these changes is brought by 
Fletcher into absolute dependence on stimuli, and all spon- 
taneity or autonomy is denied to matter in the living just as 
in the dead state.” 

As Fletcher’s work was published in 1835, several years 
before even the establishment of the cell-doctrine, we 
cannot but agree so far with Drysdale as to say that 
Fletcher has framed “a hypothesis of the anatomical nature 
of the living matter which anticipates in a remarkable man- 
ner” its discovery! In 1850, Cohn’ recognized the proto- 
plasm “as the contractile element, and as what gives to the 
zodspore the faculty of altering its figure without any cor- 
responding change in volume.” He concludes that proto- 
plasm “ must be regarded as the prime seat of almost all 
vital activity, but especially of all the motile phenomena in 
the interior of the cell.” In-4853 Huxley “said. “vitality, 
the faculty, that is, of exhibiting definite cycles of change 
in form and composition, is a property inherent in certain 
kinds of matter.” In 1855 Unger* thought that “the proxi. 
mate cause of the movements of the sap in the cells is to be 
sought neither in diosmosis, nor in the action of the nuclear 
vesicle, nor in any mechanical contrivance, such as cilia, but 
it lies rather in the constitution of the self-moving proto- 
plasm, which, as an especially nitrogenous body of the na- 
ture of that simple contractile animal substance called sar- 
code, produces the rhythmically advancing contraction and 
expansion.” | 

In 1856 Lord S. G. Osborne discovered carmine staining, 
and distinguished by means of coloring it the living forma- 
tive matter from the formed material, a means which has 








*“*Nachtraége zur Naturgeschichte des Protococcus pluvialis.” Mova acta 
Acad. Leop.-Carol., vol. xxii, part i., p. 605. 


* “Review of the Cell-theory.” British and foreign Medico-chirurg. Review 
Oct 1353. 


* Anatomie und Physiologie der Pflanzen, 1855, pp. 280, 282. 
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borne important fruits in the discovery of Cohnheim’s stain- 
ing of living matter by gold chloride, and in that of Reck- 
linghausen’s staining all except living matter by silver ni- 
irate, 

In 1858, and in a number of later articles,| Max Schultze, 
by showing that, as had been hypothetically supposed by 
Unger, the movements of the pseudopodia and the gran- 
ules are really produced by active contractile movements of 
the protoplasm, and by other observations, contributed 
much to the establishment of the theory of living matter. 
Heckel has also for many years, and in various publica- 
tions, labored to maintain and extend the same theory, of 
which he thus expresses himself. “The protoplasm or 
sarcode theory, thatis * * * that this albuminous ma- 
terial is the original active substratum of all vital phenom- 
ena may, perhaps, be considered one of the greatest achieve- 
ments of modern biology, and one of the richest in results.” 
And says Drysdale; “if the grand theory of the one 
true living matter was, as we have seen, hypothetically ad- 
vanced by Fletcher, yet: the merit of the discovery of the 
actual anatomical representation of it belongs to Beale, in 
accordance with the usual and right award of the title of 
discoverer to him alone who demonstrates truths by proof 
awd tact 40" 3") Bhe cardinal. pomt-in «the theory. of 
Dr, Beale is not the destruction of the completeness of the 
cell of Schwann as the elementary unit, for that was already 
Becom@olisned, joy others, 7) ~~ Sut that; fro the 
earliest visible speck of germ, up to the last moment of 
life, in every living thing, plant, animal, and protist, the at- 
tribute of life is restricted to one anatomical element alone, 
and this homogeneous and structureless; while all the rest 





*«« Ueber innere Bewegungs-Erscheinungen bei Diatomeen,” J/ziller’s Ar- 
chiv, 1858, p. 330; *‘ Ueber Cornuspira,” Archiv f. Naturgesch., 1860, p. 287; 
‘* Ueber Muskelkérperchen und das was man eine Zelle zu nennen habe,” 
Reichert und Du Bois-Reymond’s Archiv, 1861, p. 1; Das Protoplasma der 
Rhizopoden und der Pflanzenzellen, Leipzig, 1863. 

? Monographie der Radiolarien, 1862, pp. 89, 116; ‘‘ Ueber den Sarcode- 
kérper der Rhizopoden,” Zeztsch. f. Wissensch. Zodlogie, 1865, p. 342; Gen- 
erelle Morphologie, vol. i, pp. 269, 289. 

*Monographie der Moneren,” /enatsche Zettschft. f. Medicin und Natur- 
wissenschaft, 1868, iv, 1; translation in Quarterly Journal of Microscopical 
Science, London, 1869, vol. ix, p. 223. 

* LOC. Cllig Dida ll Seyi 
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of the infinite variety of structure and composition, solid 
and fluid, which make up living beings, is merely passive 
and lifeless formed material. This distinction into only two 
radically different kinds of matter, viz., the living or ger- 
minal matter and the formed material, gives the clue where- 
by he clears up the confusion into which the cell-doctrine 
had fallen, and gives the point of departure for the theory 
of innate independent life of each part, which the cell-theory 
had aimed at but failed to make good. The one true and 
only living matter—called by Beale germinal matter, or bio- 
plasm— is described as ‘always transparent and colorless, 
and, as far as can be ascertained by examination with the 
highest powers, perfectly structureless ; and it exhibits those 
Same charactérs at every period.of its existence, ~*22"— = 
The living matter of Beale corresponds to the following his- 
tological elements of other authors: The viscid nitrogenous 
substance within the primordial utricle, called by Von Mohl 
protoplasm; the primordial utricle itself, in Naegeli’s sense 
of that term, viz., the layer of protoplasm next the cell-wall ; 
the transparent, semi-fluid matter occupying the spaces and 
intervals between the threads and walls of those spaces 
formed by the so-called vacuolation of protoplasmic masses ; 
the greater part of the sarcode of the monera, rhizopoda, 
and other low organisms; the white blood-corpuscles, pus- 
corpuscles, and other naked wandering masses of living 
matter; the so-called nucleus of the secreting cells, and 
of the tissues of the higher animals, and many plant-cells ; 
the nuclei of the cells of the gray matter of the brain, spinal 
marrow, and ganglions, and the nuclei of nerve-fibres. The 
term of true living or germinal matter can never be given 
to the following parts, although to some of them the word 
protoplasm has been erroneously applied, viz., the cell-wall 
of plants or animals, however delicate or gelatinous; 
the threads or filaments and walls of the vacuoles within 
protoplasmic masses or cells; the wall of the primordial 
utricle ; the true fibrous, connective, elastic, bony, or other 
- tissues generally included among the living parts of ani- 
mals ; even the proper contractile fibre of the muscles, the 
radiating fibres of the caudate nerve-cells, and the outer 
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coat of those cells, besides the nerve-fibres in general; the 
hard parts of epithelial cells, and all liquid secretions; the 
Cilia the tissue of cuticle, hair, nailshorn, “and all analo- 
gous parts in plants; the granules in sarcode; all coloring 
matter; and, lastly, all pabulum, including the fluid part of 
blood, lymph, and chyle, and corresponding matters in 
plants. In short, the name of bioplasm, given by Beale, or 
protoplasm (in a restricted sense as it will probably be ulti- 
mately accepted by biologists), as indicating the ideal living 
matter, cannot be given to any substance displaying rigidity 
in any degree, from the softest gelatinous membrane up to 
the hardest’ teeth-enamel; nor to any thing exhibiting a 
trace of structure to the finest microscope; nor to any liquid ; 
nor to any substance capable of true solution. Thus, ‘ noth- 
ing that lives is alive in every part,’ but as long as any indi- 
vidual part or tissue is properly called living it is only so in 
virtue of particles of the above-described protoplasm freely 
distributed among, or interwoven with the textures so close- 
ly that there is scarcely any part z+, of an inch in size but 
contains its portion of protoplasm. Thus we see realized 
the hypothesis of Fletcher, that all living action is per- 
formed solely by virtue of portions of irritable or living 
matter interwoven with the otherwise dead textures. Ac- 
cording to Beale, “of the matter which constitutes the 
bodies of man and animals in the fully-formed condition, 
probably more than four-fifths are in the formed and non- 
living state. All this was, however, living at an earlier period 
of existence. This is on an average, for some tissues con- 
tain much less living matter; the bones, for example, only 
gath, and some textures, when old, not more than ;4>th.” 

I have made this long quotation from Drysdale’s book, 
because I:am anxious to do full justice ta Beale, and I 
could not find a statement of his views so succinct for quo- 
tation in his own writing. The objection, however, urged 
by Bastian to Beale is so well founded, that it must also 
find a place here, but I shall not dwell upon other points on 
which Beale differs from the bioplasson doctrine. “It has 
always appeared to me,” says Bastian,’ “to be avery funda- 


+ The Beginnings of Life: being some account of the nature, modes of origin, 
and transformations of lower organisms. London, £872, vol. i., p. 155. 


? 


12 Louis Elsberg. 


mental objection to his theory, that so many of the most 
characteristically vital phenomena of the higher animals 
should take place through the agency of tissues—muscle 
and nerve, for instance—by far the greater part of the bulk 
of which would, in accordance with Dr. Beale’s view, have 
to be considered as dead and inert.” 

In 1873 the morphological knowledge of living matter 
became exact. In that year Heitzmann discovered the 
manner in which bioplasson is arranged throughout the 
body, and announced the fact that what had until then 
been regarded as separate form-elements in a tissue are 
really interconnected portions of living matter; that not 
only are there contained no isolated unit-masses in any one 
tissue, but no tissue in the whole body is isolated from the 
other tissues; and that the only unconnected particles of 
living matter are the corpuscular elements of liquids, such as 
blood, sperm, saliva, pus, etc., and so-called wandering cor- 
puscles; so that, to use his own words: ‘The animal body 
as a whole is a connected mass of protoplasma in which, in 
some part, are imbedded isolated protoplasma-corpuscles 
(wandering corpuscles, colorless and red blood-corpuscles), 
and various not-living substances (glue-giving and mucin- 
containing substances in the widest sense, also fat, pigment- 
granules, etc.).” This announcement marked the commence- 
ment of a new era in biology. 

Heitzmann had “ investigated the condition a living mat- 
ter in so-called infusions.” There had at first appeared “ 
number of very minute granules, just perceptible to 
highest powers of the microscope,” granules that were 
homogeneous, yellowish, shining, and motionless. Such a 
granule represents the juvenile phase of living matter; 
growing larger in size it becomes vacuolized, 2. ¢., shows “a 
central hole, enclosed on all sides by a yellowish shining 
substance.” “The cavities in the interior of the shining 
lumps, apparently filled with some fluid, differ in their 
refracting power from the surrounding mass; they show a 
slight rosy color.” Still later, “some granules look as if 
perforated by vacuoles, like a sieve; the differentiation 
between the two substances within the lump—the yellowish 
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shining and the colorless rosy-refracting—has apparently 
advanced.” Vacuolation produces the appearance at first 
of a trabecular framework, and then of a filamentous net- 
“workin the intenor of the lump. ‘“Sich.a minute: trans 
parent corpuscle, floating in the water of the infusion, con- 
stantly changes its outlines by throwing out offshoots or 
processes, mostly in the form of hyaline flaps; and we are 
sure we have an amceba before us.” Heitzmann discovered 
that the living matter as seen in an amceba is not without 
structure, as had, before his accurate investigations, been 
supposed; and that its structure, in all cases when devel- 
oped, is that of a network, in the meshes of which the 
bioplasson fluid, or the not-contractile, not-living portion of 
the organism, exists. When there isa nucleus, which may 
be either homogeneous (z. ¢., compact) or vacuolized or 
reticulated, it is connected by delicate threads with the 
extranuclear network; nucleoli and nucleolini inside of 
the nucleus, as well as granules outside, are portions of 
living matter: sometimes in lump, sometimes mere points 
of intersection of the threads constituting the intranuclear 
and extranuclear living networks, sometimes terminals of 
section of such threads, as first explained by Eimer,’ and 
after him by Klein.’ 

Heitzmann discovered that what istrue of the structure of 
bioplasson in the amceba, where a single small unit-mass of 
living matter constitutes the entire individual, is true also 
of the structure of bioplasson of all, even the highest, living - 
organisms. 

It was known that the ideas originally connected with 
the term “ cell”’ were erroneous, and that the essential con- 
stituent of “cells”? was living matter individualized into 
small distinct masses; the existence in such form-elements 





* “Weitere Nachrichten tiber den Bau des Zellkerns.” Archiv f. mikrosk, 
Anatomie, xiv, 1877, p. 103. 


? “* Observations on the Structure of Cells and Nuclei,” Quarterly Fournal 
of Microscopical Science, Jan., 1879, p. 128. ‘‘ The intranuclear as well as the 
intracellular network having, of course, three dimensions, includes fibrils that 
lie in the two dimensions of the plane of the field of the microscope, as well as 
fibrils placed vertically to it. The former appear, of course, as fibrils; but, I 
should like to ask, as what do the latter appear, z. ¢., those situated vertically. 
Clearly as dots, because they are seen endwise; and for obvious reasons most of 
them lie in the nodes of the network.” | 
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of granules, aside from membrane, nucleus, nucleolus, and 
nucleolinus, was known; “thorns” and offshoots, processes 
and prolongations from them had even been occasionally 
observed; and Frommann’ is even said’ to have observed 
“clear shining fibrils proceeding from the nucleolus joining 
themselves to others proceeding from the nucleus and pro- 
toplasm,” and to have believed “that the granules of the 
nucleus and protoplasm are the nodal points of a very fine 
fibrous network, from which fibrils go off and leave the cell.” 
But all this knowledge was fragmentary until Heitzmann 
demonstrated not only that membrane, nucleus, nucleolus, 
eranules, and threads are really the living contractile matter, 
but also that this matter is arranged in a network, contain- 
ing in its meshes the non-contractile matter, which is trans- 
formed into the various kinds of basis-substance, character- 
izing different tissues; and that the tissue-masses of bio- 
plasson throughout the whole body are interconnected by 
means of fine threads of the same living matter. 

Unless these facts of Heitzmann’s discovery are accepted, 
there cannot be urged much against the continued use of the 
word “cell,” misnomer though it be. Ranke,’ after speaking 
of tie “ cell-wall,” “cell-nuclews, “etc. says: “Ot these:come 
ponent parts of the cell, one or other may be wanting with- 
out the totality ceasing to be acell. The nucleoli, the cell- 
wall, or the nucleus may be wanting,and yet we must desig- 
nate the microscopic form a cell, or elementary organism.” 
Now, although Drysdale thus comments upon this quota- 
tion, viz. “If any one choose to describe a gun-barrel as a 
stockless gun without a lock, he is free to do so; but what 
good purpose can it serve? Or is there even any fun in it ? 
The truth is, this clinging to the mere name of the cell- 
theory by the Germans seems to arise from a kind of per- 
verted idea of patriotism and of pzetas toward Schwann 
and Schleiden.” Nevertheless, I think Tyson* has the 





ree Untersuchungen itber die normale und pathologische Anatomie des Riick- 
enmarks,” 2 Theil, Jena, 1867. 


aed have at present no access to Frommann’s pamphlet, I must content 
myself with this expression and make the following citations from Tyson, The » 
Cell-Doctrine : its history and present state. Philadelphia, 1878, p. 117. 

° “ Physiologie, 1872,” quoted by Drysdale, Zoc. cit., p. 104. 

* Loc, cit. (see footnote 2, above), p. 128. 
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better of the argument, in saying: “The word has, how- 
ever, become so intimately associated with histology, that 
it is doubtful whether it will ever fall into disuse, nor does 
it much matter, so long as correct notions of the elemen- 
tary part are obtained.” If there were any separate and 
distinct ‘elementary part,” it certainly would matter little or 
nothing whether it were called ‘‘ cell” or by any other name, 
provided the name be properly defined and agreed upon. 
It is not against the name but against the idea of any 
isolated individualized form-element that the objection lies. 
Virchow maintains’ “that the cell is really the ultimate 
morphological unit in which there is any manifestation of 
life, and that we must not transfer the seat of real action to 
any point beyond the cell.” Against this statement nearly 
every author nowadays protests, and insists that vital 
power must be transferred from the “cell” to “living mat- 
ter; vet, after. all, the disagreement, though ever “so 
strenuously declared, is a mere verbal one: so long as both 
parties hold that “ every higher animal presents itself as a 
sum of vital unities’—no matter what these unities are 
called or how defined. Heckel, one of the most avowed 
advocates of “the protoplasm or sarcode theory,” clings to 
Virchow’s politico-physiological comparison, that every 
higher organism is like an organized social community or 
state, in which the individual citizens are represented by 
the“ cells 4 [no matter how: he may define these|, each 
having a certain morphological and physiological autonomy, 
although on the other hand interdependent and subject to 
the laws of the whole. Heitzmann’s views necessitate the 
comparison of the body to a machine, such as a watch ora 
steam-engine, in which, though there are single parts, no 
part is at all autonomous, but all combine to make up one 
individual. According to Heckel the body is composed of 
colonies of amcebe; according to Heitzmann the body is 
one complex amceba.’ 


* Die Cellularpathologie in ihrer Begriindung auf physiologische und patho- 
logische Gewebelehre, Berlin, 1858, p. 3. (Translation by Chance, London, 
1859, p. 3-) 

? Since this was written, even Huxley, the popular champion of protoplasm as 
the physical basis of life, who, as Bastian (doc. ctt., p. 58) says, so far back as 
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There is no better test of the truth of the bioplasson doc- 
trine than the structure of hyaline cartilage. If hyaline 
cartilage consists, as “is generally believed,” of “a homo- 
geneous ground-substance in which are closed cavities 
harboring nucleated cells,” ’ the bioplasson doctrine is erro- 
neous. If it merely contains lymph- or juice-channels, no 
matter what their character, whether open or closed, 
whether lined or unlined, whether in “homogeneous basis- 
substance,” or “between layers of cells,” or “in cement- 
substance,” the bioplasson doctrine is erroneous. On the 
other hand, the more or less convincing observations by 
Frommann, Heitzmann, Hertwig, Thin, Prudden, Spina, 
and Flesch, that cartilage-corpuscles have offshoots, or 
prolongations, extending more or less far into the basis- 
substance, even that these prolongations anastomose with 
each other and connect neighboring corpuscles, are by no 
means sufficient to establish the doctrine. Of the three 
authors whose accounts are most satisfactory, Heitzmann 
himself, though influenced by these observations, did not 
depend upon them, but upon confirmatory investigations 
of other tissues; Spina—-though he might logically have 
followed the consequences of his observation and reason- 
ing—is entirely silent on the subject; and Flesch distinctly 
repudiates the doctrine thus: ‘““The views here presented 
agree in many respects with those of Heitzmann. It shall 
be reserved for an intended speedy continuation of these 


in 1853, had put forth a powerful remonstrance against the then all-prevalent 
‘‘cellular theory’ of organization, has delivered an address before the Inter- 
national Medical Congress in London, August 9, 1881, in which he used the 
following language: ‘“‘In fact, the body is a machine of the nature of an army, 
not of that of a watch, or of a hydraulic apparatus. Of this army, each cell is 
a soldier, an organ a brigade, the central nervous system headquarters and fteld- 
telegraph, the alimentary and circulatory system the commissariat. Losses are 
made good by recruits born in camp, and the life of the individual is a cam- 
paign, conducted successfully for a number of years, but with certain defeat in 
the long run. The efficacy of an army at any given moment depends on the 
health of the individual soldier, and on the perfection of the machinery by 
which he is led and brought into action at the proper time; and, therefore, if 
the analogy holds good, there can be only two kinds of diseases, the one 
dependent on abnormal states of the physiological units, the other on perturba- 
tion of their co-ordinating and alimentative machinery.” 


* This statement of the general belief is quoted from the introductory para- 
graph of Thin’s memoir ‘‘On the Structure of Hyaline Cartilage” (loc. cit.), 
in which Thin’s own views are laid down to the effect “that layers of cells 
epithelial in arrangement exist in the substance of cartilage,” ‘that both the 
stellate and the parallel systems of lymph-channels exist,” etc. 
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investigations to enter into a discussion of questions con- 
cerning the general cell-doctrine. Only this I must empha- 
size here in opposition to Heitzmann, and in accord with 
Max Schultze, that the independence (selbststandigkeit) of 
the cell in the finished tissues does not suffer by the por- 
trayed arrangement, although its connection, both with the 
surrounding basis-substance and, through the latter, with 
neighboring cells, is more intimate than, perhaps, appears 
from customary descriptions.” * 

The observations I have recorded in the second section, 
and especially those illustrated in figs. 4, 5, and 6, admit of 
but one interpretation, and that an interpretation favorable 
to the bioplasson doctrine. It is unnecessary to more than 
mention that although I have placed on record so few, I 
have made many different examinations, under many differ- 
ent circumstances, and with varying powers of amplification. 
I need occupy myself here with only the two fields drawn 
in figs. 5 and 6, with an amplification of 600 and 1200 
respectively. The remarkable specimens from which they 
are taken show more conclusively than it was ever before 
shown what the structure or constitution of hyaline carti- 
lage really is. I have explained this sufficiently under the 
proper heading. Its full significance now appears in its 
corroboration of the bioplasson doctrine. To be able to 
uphold the cell-doctrine, cartilage would have to be, using 
a homely comparison, like a cake composed of hard dough 
with raisins. No matter how widely we may extend the 
definition, to remain within the boundary of that doctrine 
this metaphor must be applicable. Innumerable pains- 
taking researches have led to various modifications of 
notions entertained regarding the structure of these two 
constituents and their relation to each other. As we have 
seen, especially by the most recent publication on the 
subject, viz., that of Flesch, the acceptation of the exist- 
ence in the dough of cleavage in certain directions, of 
interlaminary and interfibrillar spaces, and of offshoots, 
even ramifying prolongations of the raisin-substance, or, 
at all events, of an ingredient of the raisins, is held to be not 
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incompatible with that doctrine. If, however, we can repre- 
sent cartilage as a filigree or framework of raisin-substance, 
with here and there larger and smaller accumulations of 
this substance, in the meshes or interspaces of which frame- 
work blocks of dough are imbedded, certainly the funda- 
mental view of the ultimate construction of the tissue is 
changed, and we are no longer in accord with the cell- 
doctrine, even though we be inclined to use that term in 
the widest possible sense. 

In regard to a name as.a substitute for the term “cell,” I 
would say that all corpuscular masses may be called, simply, 
corpuscles. For all the accumulations of living matter 
within the ordinary fields of basis-substance, but more espe- 
cially for those smaller masses which, having as yet devel- 
oped neither a network structure nor much vacuolation, 
are still homogeneous, or nearly so,—I am quite willing to 
adopt either the designation of “ plastids,’ proposed by 
Heckel, or that of “bioplasts,’ proposed by Beale. Perhaps 
it would be best to restrict the word “bioplast’”’ to a small 
mass of living matter exhibiting no differentiation, and to 
distinguish from it as “piastid” the larger mass showing 
an interior structure more or less like the fully developed 
corpuscle. Thus, I would always use the term “ plastid” in 
the place of “cell.” 


The result, then, of my investigations as to the structure 
of cartilage is that in this tissue, beyond the possibility of 
a doubt, the living matter is arranged in the form of a net- 
work containing in its meshes the non-contractile matter. 
How is it with regard to the other proposition of the bio- 
plasson doctrine, viz., that the living matter of the different 
tissues is interconnected? Examinations with high powers 
of such a specimen as that represented in fig. 1, showing 
the perichondrium, of horizontal sections through the larynx, 
or the neck, with skin and more or less of other tissues in- 
cluded,—and here I desire to say a word in appreciation of 
Dr. Carl Seiler’s section-cutter, and of this gentleman’s 
kindness in preparing some very fine sections for me,— 
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enable me to answer this question to the effect that fine 
filaments of living matter pass from one tissue to another 
in connection with the network of living matter in each. 
The details of such examinations are reserved for another 
publication. 


OPERATION FOR A-RECTIFICATION OF & DE- 
FLECTION OF THE NASAL SEPTUN = 


By: Wa GLASGOW, iD 


ST. LOUIS. 


\ | Y object in presenting this paper to the Association 

is to draw attention to an operation for the rectifi- 
cation of a deflection of the cartilaginous nasal septum. I 
believe this operation to be of merit, and it seems to me to 
be preferable to any hitherto proposed. I make no claim 
to originality, as it was proposed and first performed by 
Dr..A. J. Steele, a surgeon of St, Louis. A report=ot aie 
first operation will be found in the May (1879) number of 
the St. Louis Courzer of Medicine. 

The operation might be called a modification of that pro- 
posed by Mr. Adams, although the principle involved is 
entirely different. In many cases the resiliency of the 
septum is so great that the method as advised by Mr. 
Adams will not suffice, and only partial success is obtained. 
When the plugs are properly fitted, the pain and discomfort 
are trifling; as little pressure is given by the plugs, they are 
worn with greater comfort than is possible under other forms 
of treatment. 

Goodwillie’s proposition to perforate the septum by means 
of Blandin’s punch, and the excision of a portion of the 
septum by scissors, or knives, is open to serious objection. 
Whatever may be said to the contrary, the excision of a 
large part of the septum does lead to a deformity of the 
nose. We see this in cases where the septum has been 
destroyed by disease. I recall, a case of this. character 


* Read before the American Laryngological Association, Session 1881. 
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where the constant use of the handkerchief in the right 
hand produced a twisting of the tip of the nose to the 
right. Another serious objection to this method lies in the 
tendency of the edges of the perforation’ to scabbing. 
This is found especially in strumous persons, and is most 
distressing and annoying to the patient. I have no doubt 
but that we have all had a similar experience on the sub- 
qect. 

Steele’s operation consists in making a stellated division 
through the mucous membranes and cartilage; a forcible 
reposition of the divided septum, which is retained in posi- 
tion by plugs. The division of the cartilage destroys, in a 
great measure, its resiliency, and the plugs are more to give 
support than to exert pressure. The instruments necessary 
for the operation are stout forceps shod on one blade with 
knives set in a stellar form. The two blades are united 
after the manner of obstetrical forceps, to facilitate the 
introduction and withdrawal. ‘The cutting-blade is covered 
by a thin sliding shield, to protect the nostril from lacera- 
tion during insertion. Any strong, stout blade, or Mr. 
Adams’ septum forceps, may be used to push back the 
divided septum to the natural line. The plugs are made of 
ebony or ivory, and must be made to suit each individual 
case. They should be made thick enough to give support 
to the reposed septum, and sufficiently long to reach from 
the inferior meatus to the tip of the nose. An important 
feature of the plug lies in the pointed shoulder which is 
miscesuca in Eve sulcus atthe: tip of thesaose, lt tis thus 
retained safely in position; it 1s concealed from view, and 
can easily be withdrawn by the patient. 

The patient is first etherized, or put under the influence 
OL nitrous oxide. The cutting-blade ofthe forceps, covered 
by the shield, is introduced into the unobstructed nostril 
and the shield withdrawn; the second blade is then intro- 
duced into the closed nostril, and the blades securely 
locked; forcible pressure is brought to bear and the carti- 
lage divided; after unlocking, the blades are withdrawn; the 
septum is then forcibly crowded back and a proper plug 
immediately inserted. 
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Figure represents instrument reduced one half. 
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Fic. 2. Shield. 





Fic. 3. Plug. 


The bleeding is not excessive, and soon ceases; if pro- 
longed, the application of ice will check it. 

As a rule, the plugs should be retained in place four days. 
Afterward they can be removed during the day and replaced 
at night for five nights. The plugs should excite little or 
no pain, if properly fitted. If they are too long, they will 
press on the turbinated bone and give rise to pain. They 
are completely hidden within the nostril, producing slight 
distension with little deformity. The following case is illus- 
trative of this operation. 


J. G., a young man, had suffered for several years with an oc- 
clusion of one nostril and a discharge. On examination, the sep- 
tum was found deflected so as to close the nostril. On forcibly 
replacing it, numerous small gelatinous polypi were visible. The 
Operation was performed under ether, and the plug inserted. The 
bleeding soon ceased, and the patient left the office after recover- 
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ing from the effect of the ether. The next day he returned, stat- 
ing that he had suffered considerable pain of a neuralgic character, 
spreading from the nose over the brow. Ice-cloths were ordered 
to be placed on the nose. The following day, the plug caused a 
slight pain and he removed it in the evening. On re-inserting it 
the next morning, I discovered that the plug was a little too long, 
and that when brought in proper position under the tip of the 
nose, pressure was brought to bear on the turbinated bone. After 
remedying this, the plug was worn for two days without pain or 
discomfort. During this time he was able to perform his business 
duties. During the next three days the plug was worn only at 
night, the patient inserting it and removing it himself. 

The result of the operation was an almost straight septum with 
perfect patency of the nostril. 


Dr. Steele has operated on two cases—one a boy of 
twelve, under ether (reported at meeting of St. Louis Med- 
ico-chirurgical Society), and one, a young lady of seventeen, 
under nitrous oxide gas. In both cases the result was 
perfect. 

The question of the need of an anesthetic is an open 
one; the pain cannot be very severe, and it may bethat the 
simple hypodermic injection of morphia will suffice, or even 
this may possibly be omitted. 


THE EFFECT OF THE NASAL Canty ON 
THE. VOICE AND ARTICULATE eer 


By € SEILER, NED. 


PHILADELPHIA. 


EFORE I can enter upon the consideration of the part 
B played by the nasal cavity in vocalization and articu- 
late speech, it will be necessary to set forth in a few words 
the different portions of the process of vocalization in gen- 
eral. The sound of the voice originates in the vibration of 
the vocal cords, whose edges are brought close together and 
are thrown into rapid vibratory motion by a current of air 
from the lungs. These vocal cords act both in the capacity 
of a double reed and of strings, inasmuch as both cords vi- 
brate together, and the current of air is thereby cutup inte 
pulses, as is the case in the double reeds of the hautboy and 
the bassoon, and because they may be stretched, made 
thinner and shorter, thereby changing the rapidity of the 
vibrations, as is done with the strings of the violin and 
kindred instruments. They do not, however, divide into 
nodal points and ventral segments, and the tone produced 
by the cords alone and separated from a- resonant cavity, 
is devoid of overtones, like that of a tuning-fork not in 
connection with a resonant cavity or sounding-board. The 
surface of the vocal cords, furthermore, is so small that but 
little air is in immediate contact with them, and they there- | 
fore give rise to air-waves of but small amplitude. This 
can readily be observed in a larynx excised from a cadaver 
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soon after death, the vocal cords of which are approxi- 
mated and stretched, and are set in vibration bya current 
of air forced through the trachea, as was done by many ex- 
perimenters before the invention of the laryngscope. 

The air contained in the continuous cavity, which is ana- 
tomically divided into the laryngeal, pharyngeal, and oral 
cavities, is set in vibration by the motion of the cords, and 
this vibrating column of air divides into nodal points and 
ventral segments, thus adding overtones, and, in conse- 
quence, character or quality to the fundamental sound. By 
the formation of what is termed a stationary wave in this 
cavity, the air in it becomes a self-sounding body of large 
dimensions, and is able to cause sound-waves of great am- 
plitude in the outer air, thus increasing the loudness of the 
tone-- Ehis cavity may be. tuned. to any pitch the vocal 
cords can produce, by increasing its volume through the rise 
and fall of the larynx and tongue, and also by the increase 
and. decrease in the size of the external opening. This 
tuning of the cavity is necessary, for if its pitch is not in 
unison with that of the tone produced by the vocal cords, 
the stationary wave cannot be formed, and the tone loses in 
volume. The same results from too great an amount of 
air, more than is necessary to set the vocal cords in vibra- 
tion, being forced through the larynx. This is true, how- 
ever, only in pure vocalism, that is, singing without words, 
while in articulate speech the fulness and character of the 
tone are sacrificed for the character of the component parts 
of articulate speech. Here we have no formation of a sta- 
tionary wave in the oral cavity, and we need more breath 
than is necessary in singing for the formation of those 
noises which are recognized as consonants. In articulation 
we have not only a tone started by the vocal cords and in- 
tensified by the resonant cavity, but we have a peculiar 
Modification of the character ot the vecal sound, which 
modification we find in endless variety. Heretofore physi- 
cists and physiologists have followed the well-beaten path 
first laid out by grammarians, who divided the sounds of 
articulate speech into vowels and consonants, and they have 
examined these sounds separately and independently from 
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each other. Thus they found that the consonants were 
nothing but noises produced by the breath rushing past ob- 
stacles presented to it in the cavity of the mouth and 
pharynx, and in two instances in the nasal cavity (M and 
N), and that these consonants could be produced in the 
absence of any possibility of vocalism, or even of breath com- 
ing from the lungs. (See E. Seiler, ‘Voice in Speaking.”) 
They further found that the vowels could be reduced to five 
elementary or fundamental vowel sounds, which might form 
combinations with each other and thus become modified. 
‘They also proved experimentally that in pronouncing each 
of these five elementary vowels, the cavity of the mouth 
is tuned .to a definite pitch which is “independent 
of the pitch of the vocal cords, just as the pitch of the 
reed, of the clarionet, or bassoon is independent of the pitch 
of the column of air to be set in vibration to give a certain 
tone; and this pitch of the cavity of the mouth remains 
always the same, no matter what the age, sex, or nation of 
the individual may be who pronounces the vowel, provided 
he pronounces the same one. In the same manner it was 
found that the characteristic noises causing the consonants 
had a definite pitch independent of the vocal sound, which 
could be varied but little without destroying the character 
of the consonant. Thus articulate speech was divided into 
distinct parts—vowels and consonants—which were studied 
separately, and definite laws regulating their formation were 
laid down. Yet, if we attentively listen to a speaker we 
shall find that he does not pronounce the vowels and con- 
sonants making up the syllable or word separately, but that 
they together form series of sounds essentially vocal in 
character, but differing from each other by variations of 
timbre, which enable us to distinguish them from one an- 
other, just as we distinguish one instrument from the other, 
or one voice from another. 

In order to arrive at a definite conclusion in this matter, 
I undertook a series of experiments, and found that the 
shape of the sound-wave (timbre or quality of the sound) 
was altered by the mixture of two vowels—as, for instance, 
in pronouncing ow in cough, the shape of the wave differing 
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both from that produced by the elementary o-sound, as in 
hot, and from that produced by the w-sound, as in fool, the 
pitch of the cavity of the mouth also differing from either. 
Having found this to be true of all the combinations of the 
vowel sounds, I directed my attention to the combination 
of a vowel with a consonant, and found that here also the 
sound-wave produced by the combined sound differed in 
_ shape essentially from the wave of either the vowel or con- 
sonant, and the pitch of the cavity of the mouth was also 
different. The addition of more than one consonant to the 
vowel made a still greater difference in the shape of the 
wave. In those consonants in which the characteristic 
noise is very loud, as, for instance, in s, 7, or t#, I found 
that this noise produces its characteristic wave either before 
or after the altered vowel sound, according to the position 
of the consonant, either before or after the vowel. I have 
thus been forced to believe that the sounds of articulate 
speech are vowel sounds, deviating more or less from the 
elementary or non-articulate a-sound, this deviation being 
the result of the combination of vowel and consonant 
sounds, together with the admixture of characteristic con- 
sonant noises. The nasal cavity exerts a very great influ- 
ence upon the sound of the voice, and especially so in artic- 
ulation. Being separated from the oral cavity by but a thin 
partition, the air contained in it participates in the vibratory 
motion, and thus acting as a resonant cavity adds both 
volume and character to the sound. ~ In order to exert its 
full influence, however, it should have free communication 
with the outer air through the anterior nares, and should 
be closed behind, except in the already mentioned in- 
stances of the pronunciation of m and x, in which case the | 
nasal cavity does not act as a resonant cavity, but simply 
as an outlet for the breath. 

Let us now consider what results will be produced 
upon articulate speech by an alteration of the normal 
condition of the parts concerned in articulation, as, for 
instance, when paralysis or perforation of the soft palate 
exists. In such a case speech will have what is called 
a nasal sound, which is caused by too strong a resonance 
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in the nasal cavity, for the air’set in vibration by = tite 
vocal cords enters it directly, and a stationary wave is 
probably produced, which, as a self-sounding body, inter- 
feres with the resonance of the oral cavity, and ina measure 
destroys the character of the vowels. The formation of 
the vowel-modifying noises, commonly called consonants, is 
also interfered with in such a case, because most of the air 
current escapes through the nose, and not enough through 
the mouth to produce them sufficiently loud and distinct. 
For this reason articulate speech becomes almost impossi- 
ble in cases of fissure in the hard palate, On the (other 
hand, if stenosis of the posterior opening of the nasal cavity 
exists, caused either by tumors or by cicatricial adhesion of 
the soft palate to the posterior wall of the pharynx, very 
little alteration in the speech of the patient is noticed, 
except that he cannot “pronounce either 72-01 7. “the 
contrast between the two conditions was very well illus- 
trated by two cases exhibited at one of the meetings of the 
Philadelphia Laryngological Society, the one by Dr. J. 
Solis-Cohen, and the other by myself. In Dr. Cohen’s case 
complete stenosis of the posterior opening of the nasal 
cavity was produced by cicatricial adhesion of the soft 
palate to the posterior wall of the pharynx, following syphi- 
litic ulcerations. In my case the same lesions existed from 
the same cause, but the stenosis was not complete, anda 
small opening on one side allowed free communication be- 
tween the nasal and oral cavities. Articulate speech in Dr. 
Cohen’s patient was perfect, except that he pronounced x 
like d, and m like 6, while my patient could hardly be 
understood. If stenosis of the anterior nares exists, the 
effect is an entirely different one, although it also is called 
speaking through the nose, because then free communica- 
tion between the air contained in the nasal cavity and the 
outer air is cut off. Under such circumstances the vibra- 
tions of the air within the cavity cannot come out, and 
therefore remain inaudible to another person, although: 
they are carried through the bones of the skull to the ear 
of the speaker with great force, and the sound of the voice 
reaches the listener without being qualified and intensified 
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by nasal resonance. No difficulty is experienced by the 
speaker in forming the component parts of articulate speech, 
except in the pronunciation of the # and 2, which, as in 
posterior stenosis, is changed into 6 and d@. The more com- 
plete the stenosis the more marked will be the change in 
the voice, but I have found that even a moderate amount 
of obstruction in the anterior nares will give rise to altera- 
tion of the character of the voice. 


LARYNGEAL WHISTLING* 


By J. O. ROE, MD. 


ROCHESTER, N. Y. 


Miss Julia C., zt. twenty-one years, the daughter of a clergyman, 
was referred to me for treatment for a mild pharyngo-laryngeal 
catarrh, Nov: 76, 1830, > 

While examining her for the above difficulty she called my at- 
tention to a peculiar power that she possessed, viz., that of whistling 
with the lower part of her throat at will, without the aid of her 
lips or any portion of the buccal cavity. 

On requesting her to give an exhibition she at once whistled a 
tune through for me as perfectly as one can with the lips. The 
only difference noticeable was that it was in quite a low key, and 
sounded as if she was at quite a little distance from me or in an- 
other room. 3 

To ascertain positively where this sound came from I had her 
whistle ‘“ Yankee Doodle” while I watched the movements of the 
larynx in the laryngeal mirror. 

On producing the whistle, the vocal cords were drawn tense and 
the chink of the glottis nearly closed. The ventricular bands 
were approximated and puckered up, leaving an elliptical opening 
in the centre through which the vocal cords could be seen with 
their thin edges vibrating. The contraction of the ventricular 
bands was assisted by the contraction of the thyro-ary-epiglot- 
ticus, as the epiglottis and arytenoid cartilages were more or less 
approximated ; but on producing high tones the arytenoid carti- 
lages were drawn up under the epiglottis instead of the epiglottis 
being drawn downward. 

Thus it could be distinctly seen that the fundamental tones 
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of the laryngeal whistle were produced by the vibrations of the 
edges of the vocal cords, the tone being modulated by the minute 
adjustment of the ventricular bands which regulated the laryngeal 
opening above the cords. 

In addition to the assistance of the ventricular bands in modu- 
lating the tone they also pressed firmly down on the vocal cords, 
closed the ventricles, and acted as a damper in preventing the 
cords from vibrating except for about one third of their length in 
the centre. This sphincter-like action of these muscles corres- 
ponds with the position which Gordon Holmes’ believes the 
larynx to assume in the production of the falsetto notes. 

This young lady says she has been able to whistle in this man- 
ner since childhood, and previous to two years ago, when her 
throat began to give her trouble, she also possessed some ven- 
triloquial powers. 


In order to ascertain if this phenomenon was due to the 
fact of her possessing this ventriloquial power, I have since 
taken the occasion of examining the larynx of a profes- 
sional ventriloquist. 

I discovered in him that he produced She primary ven- 
triloquial tones in precisely the same manner, z. ¢., the larynx 
assumed exactly the same shape that the young lady’s did 
while whistling. He was unable to produce a laryngeal 
whistle, but he told me of two other ventriloquists who 
were able to whistle very loudly with the larynx alone, the 
mouth being closed, and who could give beautiful imitations 
of canaries and other whistling birds. 

This shows the ventriloquial power to’be due to the 
ability of modulating the tones in the larynx with little or 
no assistance of the organs above, except to deflect the sound 

; throw the voice, as they term it; in the direction from 
which the performer wishes it to appear that it originated. 

This phenomenon of laryngeal whistling is certainly a very 
interesting physiological and vocal curiosity, occurring as it 
does in a person who has never cultivated any fancy vocal 
gymnastics, as is the case with ventriloquists. 

No cases of the kind that I have been able to find are re- 
corded. 
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On inquiring of other physicians I have found but two 
who have seen cases of this kind, viz., Dr. Elsberg, of New 
York, and Dr. Moore, of Rochester. 

Dr. Elsberg has seen two cases, both young ladies between 
twenty and thirty years of age, who could whistle with the 
larynx alone moderately loud. 

Dr. Elsberg also stated to me that my observations in re- 
gard to the manner in which the sounds were produced and 
the position assumed by the larynx, as detailed above, cor- 
responded exactly with the observations which he had made 
in his cases. 

Dr. Moore has seen one case, that of a girl five or six 
years old, who could whistle in a medium tone with the 
larynx at will, and could imitate a bird-call. When quite 
young she could whistle in this manner any tunes that were 
familiar to her, but as she grew older she lost this power, 
from want of cultivation, but retained the ability to produce 
different sounds and the bird-call. 

No laryngoscopical examination in this case was made. 


Since writing the above I have heard of another case of 
laryngeal whistling through a non-medical friend, that of a 
little boy being able to whistle very loudly with his mouth 
wide open. 


Peake y ols OF THE CRICO-ARVIENOIDEUS 
POs FIicUS MUSCLES. 


WM. C. GLASGOW, M.D., 


ST. LOUIS. 


| N August, 1876, I was consulted by Dr. J. B., of Missis- 

sippi, a most intelligent gentleman and a physician of 
extensive practice, and from him I obtained the following 
history : 

After exposure to a heavy rain in August, 1872, he was 
attacked with a severe spell of malarial fever with bilious 
complications. When the fever ceased, he discovered that 
he was quite hoarse, and had difficulty in speaking above a 
whisper. During the fall and winter of 1872 the voice re- 
mained husky, and a difficulty of respiration was apparent, 
especially in damp weather. He was greatly prostrated and 
suffered from general debility. 

In May, 1873, he visited Europe; had an attack of bilious 
remittent fever, and, after some prostration, recovered a fair 
amount of strength. There was a partial loss of voice, but 
there was little interference with respiration. 

After his return home in Jan., 1874, he rode twenty miles 
through a cold rain and sleet, slept in an open room, and 
from that time he began to suffer with soreness of the 
throat, difficult deglutition, troublesome breathing, and in- 
creased aphonia. During the spring all these symptoms be- 
came greatly increased, and to them was added an incessant 
dry, croupal cough; the breathing became stridulous, and so 
loud that persons in the adjoining room were awakened by 
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it. He was given by New Orleans physicians large doses of 
iodide of potash, and took chloral and bromide of potash 
day and night, without the slightest relief. 

In July, 1874, he visited Colorado and California, where 
he: remained until April, 1875... During this time, all his 
symptoms were alarmingly increased. Deglutition became 
almost impossible. The food seemed to lodge in the fauces, 
solids were expelled through the mouth, and liquids were 
regurgitated through the nose. The greatest care was nec- 
essary in drinking, as a portion would enter the larynx and 
cause violent paroxysms of coughing, which would continue 
to almost complete exhaustion. The stridor was excessive, 
and to this was added a peculiar loud snoring when asleep, 
which could be heard in a distant part of the hotel. At 
this time he became greatly troubled with somnolence, and 
found it difficult to carry on a conversation without falling 
asleep. He noticed also a loss of memory and an inability 
to walk directly from one point to another; the movements 
were jerky and nervous. His weight had been reduced from 
150 to 110 pounds. ~ He returned home in April, and this 
condition continued during the summer, autumn, and winter 
of 1875. | 

During the spring of 1876 a marked and gradual improve- 
ment was apparent, and in August of this year the patient 
consulted me. 

When he had ascended to my office on the second floor 
the respiratory stridor was intense, and he could not speak 
for several moments; his voice was slightly husky, but not 
at all hoarse. 

A laryngoscopic examination showed a paralysis of the 
crico-arytenoidei postici muscles, the cords remaining im- 
mobile at the median line. The larynx was slightly con- 
gested. ‘The movements of the epiglottis were sluggish on 
phonation, and insensitive to touch. The soft palate 
seemed to be paralyzed, and I fancied I noticed a slight 
paralysis of the side of the face, with a drooping of the 
angle of the mouth. I advised tracheotomy, or, at least, that 
he should always carry the instruments with him, as in his 
isolated position on a plantation, help could not be readily 
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obtained. I also advised the internal use of strychnia and 
the application of the faradic current. 

Shortly after this Dr. B. visited New York and consulted 
Dr. Flint, who diagnosed an enlargemeut of the bronchial 
glands and advised iodide of potash in large doses. He 
also consulted Dr. Elsberg, who examined his throat and 
pronounced it a case of paralysis of the crico-arytenoidei 
postici muscles. Dr. Elsberg advised tracheotomy, but the 
patient was averse to the operation and preferred to wait 
until more urgent symptoms should demand it. 

De. Be again consulted’ Dr..Elsbero in Sept., 1377; who 
noticed a slight improvement in the muscles, although the 
paralysis of both muscles continued. 

Dr Baconsulted me again in Sept., 1660, and I was ex- 
tremely surprised at his improved physical condition and 
his good respiration. There was no stridor, although when 
hurried, breathing was impeded. A laryngoscopic exainina- 
tion showed imperfect immobility of the left cord in the 
median line; the right, however, moved in a perfectly normal 
manner. The action of the palatine and pharyngeal 
muscles was good. 

The patient’s present condition may be best given in his 
own words, as expressed in a recent letter: “I am at this 
writing comparatively a well man. Enjoy life as much as 
any one. Can ride, drive, shoot, and indulge in any manly 
sport. Cannot run or walk rapidly without inconvenience. 
Excitement of any kind renders respiration troublesome. 
Deglutition good, but mastication must be slow and com- 
plete. My sleep is still interrupted on account of dryness of 
fauces, as I am compelled to sleep with mouth partially 
open. Any attack of catarrh will produce cough, which is 
always croupy.” 

Dr. B. ascribes his fast impairment of health to exposure 
during long rides in the practice of his profession, combined 
with great mental distress. He knows of no taint in his 
system)-either inherited or acquired.. He has never used 
tobacco in any form. 

During the whole time from 1872 to the present time the 
patient has taken no medicines which could favorably influ- 
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ence the disease, with the exception of the iodide of potash, 
which he took in 1873 under the advice of his New Orleans 
physicians. This gave him no relief, as his symptoms were 
all greatly increased during that and the following year. 
My recommendation of strychnia was not observed, as he 
was then travelling. 

I have reported this case minutely, as I think the symp- 
toms throw a great deal of light on the cause of the paraly- 
sis, proving it to beset central origin. It is certaimly ot 
interest as showing that our prognosis should not be always 
so unfavorable as it is generally believed, and it is remark- 
able that the present improvement, as shown by laryngo- 
scopic examination and the symptoms, should have taken 
place after such a long space of time. 


THE-OUERS TION OF HEMORRHAGE -APTER TON- 
SILLOGTOMY. 


By GEORGE M. LEFFERTS, M.D., 


NEW YORK. 


WO widely different views are to-day held concern- 
ing the important and practical question which 
forms the title of my paper. Many general practitioners, 
on the one hand, 1i-F.may judge from my experience, re 
gard the operation of tonsillotomy as one likely to be fol- 
lowed by a profuse, if not dangerous hemorrhage ; there- 
fore naturally shrink from its performance, even in cases 
where good judgment tells them that it is indicated; and 
recommend, in its stead and as a substitute, a local treat- 
ment by caustics or astringents; sometimes even inform- 
ing the parents or the patient of its formidable nature and 
results, thus creating in their minds a strong prejudice 
against it, which the specialist, in subsequent turn, per- 
haps vainly strives to overcome. 

On the other hand, our works on diseases of the throat, 
almost without exception, are, I hold, misleading in their 
general statement,—depreciating the idea that the opera- 
tion is attended by: any remarkable loss of blood, and 
giving in support of the assertion only the most favorable 
statistics which bear upon the question. It is not un- 
common to find it stated that some named authority has 
amputated a certain number of tonsils and has never en- 
countered, or not more than once or twice, an excessive 
hemorrhage. The inference naturally is that it does not 
Seer, and here the matter is leit fo ‘coniiise: or create a 
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false impression in the mind of the non-practised operator, 
who cannot reconcile the diversity of the views which he 
knows to exist in regard to the question, until experience 
has taught him, individually, its proper status. 

What we need is more clinical light upon the matter. 
Large numbers of the profession have had experience in 
this operation at least ; that experience to us is unknown. 
We depend alone upon the facts put forth bya few. A 
general collation .of results would, I believe, lead. to a 
modification of our present views, for it has long seemed 
to me that the truth of the question—and that it possesses 
a practical importance cannot be denied—lies midway be- 
tween the two extremes that I have sketched, and that it 
may be thus summarized. 

1. A fatal hemorrhage after the operation of tonsil- 
lotemy is very rare.” 

2. A dangerous hemorrhage may occasionally occur. 

3. A serious one, serious as regards both possible im- 
mediate and remote results, is not very unusual; and 

4. A moderate one, requiring direct pressure or strong 
astringents to check it, is commonly met with. 

But still in a large percentage of cases, certainly a major- 
ity, no trouble, after the operation, is experienced, -the 
bleeding quickly ceasing either spontaneously or by the 
use of a little ice. 

In other words, facts have taught me that though the 
operation of tonsillotomy, thoroughly performed, is usually 
unattended by untoward result, still it is not entirely 
free from alarming, sometimes dangerous results; and that 
though these be the exception they should not. be ig- 
nored; and that the surgeon must always be prepared, both 
mentally and manually, to cope with a hemorrhage that 
may unexpectedly occur. 

The practical deduction is obvious. 

I do not think that my experience has been an excep-— 
tional one. Yet it has, upon a basis-of some 500 tonsil- 
lotomies, illustrated all the classes which I have men- 
tioned, with the exception of the first, and this in about 
the rough proportion that I have indicated. My object, 
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then, in thus calling the attention of an audience of ex- 
petts to the question, is* to elicit their-expressions of per- 
sonal belief, and such results of clinical experience as may 
corroborate, as I believe they will, or disprove the view 
that I.take of the matter. 

In any event, this will be placed upon a more satisfactory 
and certain basis than at present. 

I do not regard it as necessary to give in detail the clin- 
ical histories of many cases to prove my assertions — 
one or two typical ones, illustrative of each class, will 
answer my purpose. The first, a fatal or uncontrollable 
hemorrhage from the internal carotid artery—the result of 
any direct surgical procedure,—is very rare, and need not, 
on account of its.very rarity, concern us, except in bare al- 
lusion. At the present moment the majority of cases of this 
accident which are upon record, contrary to what is gener- 
ally supposed, do not concern the operation of tonsillotomy, 
but have occurred during an operation upon the tonsil, or 
in its neighborhood, for other causes, such as the puncture 
of a retro-pharyngeal abscess, opening a pulsating tumor 
of the tonsil, opening of a supposed abscess, the operation 
for sarcoma of the tonsil, for malignant disease, etc. In 
those few cases where profuse hemorrhage has occurred 
after the removal of a portion or of all of the tonsil with 
the knife, and where the common carotid artery has been 
tied to check it, the question is an open one (except per- 
haps in the instances reported in Velpeau), whether the 
lesion was of the internal carotid and not of some other 
vessel. For, as will be shown, hemorrhage to an extent re- 
quiring operative interference for its arrest, does not always 
proceed from the internal carotid after such accidents as the 
above. It may come likewise from the large tonsillar branches 
of the important ascending pharyngeal artery, or from this 
artery itself, and likewise in good quantity from the tonsillar 
branches of the facial (or external carotid), to say nothing 
of the venous hemorrhage, profuse in its outset, which 
comes from the abnormally enlarged and dilated blood- 
vessels in an old hypertrophied and long-inflamed tonsil. 
The facts alone, then, established as they are, in relation to 
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the internal carotid, will go far to reassure the timid oper- 
ator, for the great rarity of the accident is certainly remark- 
able, when the close proximity of the artery to the tonsil, 
and the frequency with which the operation of tonsillotomy 
is perforined, are considered. Wet hiny remember tant it 
has never thus far happened when the tonsillotome has 
been used. Still the good surgeon prepares, as far as les 
in his power, for all contingencies, and it is well, therefore, 
to bear in mind at least, that if a hemorrhage 1s drom™-the 
internal carotid, it must of necessity be profuse, and will 
demand primarily immediate arrest, if possible, by direct 
pressure, or by hooking up the tissues by means of a tenacu- 
lum and ligating them ez masse, and, secondarily, if 
these means fail, ligature of the internal—zot the common 
carotid,—though in making this statement I am forced to 
admit that ligation of this latter artery has in certain in- 
stances successfully controlled a profuse bleeding from a 
tonsillar wound, though the question as to its exact source 
was undetermined. The most recent views are in favor 
of ligature of the internal carotid in such injuries, and 
this on both sides of the lesion. Two reasons appear to 
commend this procedure, although its difficulty, compared 
with that of ligature of the common carotid, will alone, 
probably, often lead, specially while the question of selec- 
tion is an open one, the operator to favor the latter local- 
ity. Ligation of the internal carotid does not certainly 
cut off the supply of blood to the brain to such an alarm- 
ing extent as ligature of the common trunk, since the free 
anastomosis between terminal branches of the external 
carotid in the orbit with the ophthalmic artery and its 
branches, secures an important collateral blood supply to 
the brain, which of course is lost in ligature of the prim- 
itive trunk, and the double ligature is rendered necessary 
by the abundant, in this instance, recurrent circulation 
(Wyethe). 

Fortunately the chances of our being called upon to per- 
form either operation are in any event infinitesimal. 

Of the second class of case alluded to above, I have been 
unfortunate enough to meet with two examples. 
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The first concerned a physician, aged 25, for whom I am- 
putated both excessively hypertrophied tonsils with the 
tonsil bistoury. My incisions, I may say here, were made 
with care, and were such as I had made many times before, 
in other instances. A few moments after the operation, an 
inspection of the throat having shown no excessive bleed- 
ing, I left the dispensary where the operation had been 
performed, and my patient; who was using an ice-water gar- 
gle. 1 did not see him again for several hours, and then 
found him almost exsanguinated and pulseless. Profuse 
bleeding commenced almost immediately upon my departure, 
occurring very suddenly. The flow was so rapid that the 
patient could not clear his mouth of it. Blood passed into 
the stomach, giving rise to repeated attacks of vomiting, 
and into the larynx, causing strangulation. As described to 
me, his condition was for a time a dangerous one. All the 
resources at hand at the moment that suggested themselves 
to the doctors present, except pressure, were tried without 
avail. The hemorrhage persisted. I was sent for but not 
found, and finally my colleague, Dr. McBurney, fortunately 
reached the case some three hours after the commencement 
of the bleeding. He at once did what should have been 
done before, cleared all’ blood clot out of the pharynx, 
differentiated the source of the hemorrhage, and applied 
direct pressure over the spot on the right side from whence 
it was teund to come. In a short time it¢had ceased, 1 
arrived later, and found my patient stretched upon a bench, 
as I have said, white, bloodless, and almost pulseless. After 
an anxious night spent with him where he lay, he was car- 
ried in the morning to his home, and slowly convalesced 
during the following month. ‘There was at no time a recur- 
rence of the bleeding. 

A second case was sent to me by Dr. Sexton, for the re- 
moval of both greatly hypertrophied tonsils. The patient 
was a man of about 35. I operated upon the right tonsil 
with the Mackenzie tonsillotome, and the section of the 
eland was immediately followed by a profuse hemorrhage. 
The blood literally streamed from the mouth, and running 
likewise down the throat, gave rise to violent vomiting and 
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a sensation of impending suffocation. His condition was 
for the moment critical. He lost all control of himself, 
struggled, beat my hands away, and would not allow me to 
approach him. The outpour of blood was so rapid, that he 
could not sit erect for the moment necessary for me to see 
into his mouth. I finally managed, despite his struggles, to 
get two fingers into his throat and over the site of the 
wound, where I exercised what pressure I could, of course 
but imperfectly, as his efforts at retching constantly dis- 
placed my fingers from their position. Assistance arriving, 
a sponge-holder was prepared, and by its means the hemor- 
rhage was partially controlled. Persulphate of iron upon 
the sponge, and direct and prolonged pressure, the patient 
being meanwhile held, finally succeeded in checking the 
flow, but not until my patient had lost considerable blood, 
and was faint and weak. The next day moderate hemor- 
rhage recurred, and despite my earnest directions of the day 
before, he did not send for any physician until it had con- 
tinued for two or three hours, and had alarmed him by its 
persistency. It was finally controlled by the persulphate 
of iron and pressure. On the following day I again saw 
him, and again he was bleeding. The pharynx and the 
right tonsillar region were filled by a large, hard mass of 
dried blood and persulphate of iron, which obscured all 
view of the parts (the usual result). From beneath this the 
blood welled up. I cleaned it all out of the throat, washed 
the parts clean, drew the right anterior pillar of the fauces 
outward by means of a bent probe, thus gaining a clear 
view into the depth of the recess between the palatine 
folds, and at once discovered a large artery spurting, its 
mouth being diagonally cut across and somewhat lacerated. 
A nitrate of silver point passed into its opening failed to 
check the outpour, and after some trouble the vessel was 
seized with forceps, thoroughly twisted, and the hemor- 
rhage checked. 

It did not again occur, nor did I operate upon the re- 
maining tonsil. 

In both of these cases the hemorrhage would have been 
regarded, taking into consideration its amount, locality, and 
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the difficulty of reaching its source, as dangerous by any 
surgeon ; both immediate and remote effects were such as to 
excite apprehension. I have rather under- than overstated 
the matter. Ihave tried not to draw too vivid a. picture. 
That it came from no small vessel is proven by its quantity, 
violence, and persistence ; the exact source can only be 
surmised, but to my mind it must have been from the as- 
cending pharyngeal artery, a vessel of large calibre and in 
intimate relation to the tonsil. It has been a matter of 
wonder to me that this artery, with its peculiarly close 
tonsillar relations, has not received more attention than it 
has from those who have written upon the subject of ton- 
sillar hemorrhage. It deserves marked consideration, yet 
practically it is ignored. I believe it to be one of the most, 
if not the most, prolific sources of severe bleeding after 
tonsillotomy. On this account alone it deserves consider- 
ation and special study of its anatomical relations. I 
simply recall to your recollection that Luschka—no mean 
authority—regards it as the most important as well as the 
largest of the pharyngeal arteries. Gray tells us that it 
ascends in the neck between the internal carotid and the 
side of the pharynx, and that the largest of its pharyn- 
geal branches goes to the tonsil. You know how directly 
it as ‘eiven off. from the main trunk: of either the: ex- 
terial. or, more rarely, the internal: carotid: -With such a 
source, course, and tonsillar relation it assumes for us an 
inportant interest, and I call your special attention to the 
fact. 

In both of the cases just narrated direct pressure was 
efficient in controlling, in one case in checking, the hemor- 
rhage. I mention pressure exclusively because I place little 
reliance upon the use of the persulphate of iron. In one 
case where the bleeding point could be seen (it was not 
sought for in the other,—and let me say here that it is 
always a matter of difficulty to search for a bleeding point 
in a deep tonsillar wound, and specially in an irritable 
throat) the twisting of the artery by forceps permanently 
effected what pressure alone could not do. 

The surgical lesson thus taught is obvious; still it is pos- 
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sible that in some future instance the same success may not 
attend the same means, and if it be determined that the 
source of the hemorrhage is from the ascending pharyngeal 
artery or the tonsillar branches of the facial or pharyngeal 
—a fact which its quantity and persistence will establish— 
ligation of the external carotid one half inch above the bi- 
furcation (with the ascending pharyngeal or any other 
branch in the immediate vicinity) constitutes the sole re- 
source. If this does not arrest the bleeding, the common 
trunk and the internal carotid should be tied. In such 
cases the ascending pharyngeal will probably be found to be 
derived from the internal carotid within the first inch of its 
course. Wyethe has found this relation to exist in 7 out 
of 120 dissections of the parts which he has made. Ido 
not wish to give the impression from these remarks that any 
such operation will at all commonly be found necessary, 
but still forewarned is forearmed. 

I turn now to the less serious and more common forms of 
tonsillar hemorrhage. 

In defining the first of these, the form which I have 
termed serious, I have had in mind two classes of case, and 
more, perhaps, the possible dangers of secondary hemor- 
rhage, with its results, than a primary one occurring imme- 
diately after an incision through the tonsil and under the 
eye of the surgeon. 

The first of these classes relates to a danger not perhaps 
generally appreciated, which lies in the possibility of open- 
ing into a part of the rich venous plexus which lies at the 
bottom of the tonsillar fossa, and which may be easily 
wounded when the tonsil is removed entire, or, from its 
peculiar position, obliquely cut away. The bleeding from 
this source is sometimes extremely profuse, and is kept up, 
as all other forms from this locality are, by the movements 
of deglutition and efforts at clearing the throat which the 
patient makes. The bleeding here, moreover, is not always 
primary, hence it is necessary to keep the patient under. 
observation for a time, as in the next class of case to which 
I now call your attention. It is that in which an arterial 
branch is directly cut across in making the section of the 
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tonsil. Such a hemorrhage, primary or secondary, in either 
case, occurring in a cool and collected patient—one with a 
tolerant throat,—is readily checked either by direct pressure 
or, in the latter instance, by seizing the bleeding point— 
always a small artery—and twisting it. Should, however, 
the source and character of the bleeding not be appreciated, 
it temporarily checked only and the patient dismissed, its 
recurrence within a short time may lead to considerable 
loss of blood. I have known of more than one such in- 
stance. The practical deduction need not be insisted upon. 
Should a hemorrhage persist or be of more than the usual 
moderate amount, and should it specially occur from the 
face of the cut tonsil, a differential diagnosis as to its 
source must be made. Usually it will be found in a single 
bleeding point and can then be appropriately treated. 
Above all, the patient should be kept under observation 
for a time, at least until the question of immediate recur- 
rence is beyond doubt. 

The following two cases will illustrate one of these classes 
of case. 

A young lady had one small tonsil—the left—amputated 
by me with the tonsillotome. The first bleeding was fol- 
lowed by a persistent filling of the throat with blood. A’ 
glance showed the cause. In the upper part of the cut sur- 
face of the tonsil a small artery was spurting directly out- 
ward, throwing its stream nearly half way across the phar- 
ynx. It was readily seized, twisted, and controlled; no 
recurrence. 

In the case of a gentleman I operated upon the right 
tonsil moderately hypertrophied, using the tonsillotome. 
Persistent bleeding followed from the cut surface of the 
tonsil. An artery of small size was seen, its mouth ob- 
liquely cut across, so that the stream was directed down- 
ward, and the blood ran out-of the lower edge of the de- 
pression left by the removal of the gland. Seized, twisted, 
checked. 

In such instances as these. latter pressure alone may 
answer; it has done so in my hands, and may be the only 
available means in an intolerant throat; and, again, prob- 
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ably will be in cases where the venous plexus at the base 
ef the tonsil has been (opened into. Ti' the patient a1, 
allow of it, however, direct seizure of the artery—where it 
can be seen—is preferable, and the safest means. In any 
event, in such a case, 1 repeat, the liability of secondary 
hemorrhage must not be forgotten. 

Finally, a moderate hemorrhage—one requiring more than 
the ordinary means to control it—is not uncommon. It 
constitutes a form with which we are all very familiar. We 
have all experienced it, and know with what anxiety we 
have, in children unruly and terrified, watched its course 
during the first few seconds after the operation. 

I propose to call your attention alone to two causes for 
it, one of which is, I believe, not generally appreciated. An 
old, much indurated, and hypertrophied tonsil, one long 
chronically inflamed, will have large nutrient vessels, and 
their section will be followed by an immediate, more or less 
profuse, flow of blood. This hemorrhage is, commonly, 
mainly of venous blood, and, as a rule, quickly ceases. We 
can predict from the appearance of the tonsil its occurrence, 
and, forewarned, are again forearmed. I need not dwell 
further upon it; the second cause is more important. It is 
“not an uncommon thing, when the tonsil is greatly hyper- 
trophied, so that it fits with difficulty into the largest tonsil- 
lotome, and the faucial pillars, especially the anterior, are 
tightly spread out over the surface of the gland, to cut away 
a portion of the latter (its anterior surface, or, more rarely, 
a portion of its edge) as you make the section. The tissues 
immediately retract, and the small arterial branch which 
runs in the faucial pillar is held open, giving rise to a per- 
sistent bleeding, small in amount as a rule—though I have 
seen it profuse—but enough to alarm your patient and re-. 
quire direct’ treatment at-"your Wands. - 4 his accident: is 
often, I will admit, difficult to guard against, but that it often 
happens—oftener than is necessary—I do not doubt. The 
liability to it demands, then, recognition, and care is neces- - 
sary for its prevention. J may mention here that such a 
lesion is one of the commonest causes of excessive sore 
throat. after the operation of tonsillotomy. A well-per- 
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formed operation does not leave a very sore throat as a re- 
sult. It may be asked here what 1] consider a well-performed 
operation. This question I have elsewhere answered (Med?- 
éal Record, Dec; 27,, 1879): 

Simple astringent washes or cold will not check this latter 
form of hemorrhage. Direct pressure, or, as I have had to 
do in some instances, the application of silver nitrate in sub- 
stance to the bleeding points, must be resorted to. The 
position of the patient’s head and his abstaining from efforts 
at clearing the throat have their direct bearing here, as in 
all of the other forms of hemorrhage of which I have 
spoken. The first form of hemorrhage just alluded to 
usually ceases spontaneously in a few moments, or will 
yield readily to pressure. 

I have not desired in my foregoing remarks to play the 
part of an alarmist. On the contrary, I have but given the 
views that experience has taught me, and which are at vari- 
ance with some of those now held, for, as you have heard, 
they are not based upon either extreme of the question. 
Whether the medium that I have indicated is clinically the 
Correct One, 1s for you, from, your experience, to determine. 
The question is before you. 


DIFHTHONIADOR DOUBLE VOICE 


By ETHELBERT C. MORGAN, A.B., M.D., 


WASHINGTON, D. C. 


HE voice, an attribute distinguishing man from in- 
ferior animals, that medium the slightest change of 
which from infancy to old age is expressive of our delight, 
our sorrows, or our joys, presents a rich field for thought in 
the study of its varied phenomena. 
Double voice is a rare and an interesting vocal anomaly, and 
I use the term in this paper, in common with diphthonza, to 
denote the simultaneous production of two tones differing 
in pitch during phonation. Dzplo-phonia (Gibb’ and Griitz- 
ner’) and diphthongie (Rossbach’*) are names selected to des- 
ignate, as far as I can judge, the same phenomenon. My 
object in adopting the above as the subject of this essay 
was not that I have any new theories to add to the many 
now familiar to laryngologists, but rather to deal with the 
practical bearings of the subject, and describe a case which 
has recently fallen under my observation. The task has 
been arduous, and could not have been accomplished but 
for the kind assistance of my friends, Doctors Billings and 
Pletcher, of the “ Library of the Surgeon-General s'Omce 
Liscovius,’ in 1814, maintained that when the vocal bands 
were unequally stretched only ove sound was produced, 


* Presented and accepted as a Candidate’s Thesis by the American Laryngo- 
logical Association, session 1881, and published by the Council. 


* ““ The Throat and Windpipe,” London, 1864, p. 186. 

* Hermann’s ‘‘ Handbuch der Physiologie,” 1879, vol. i, part 2, p. 112. 
* Archiv f. path. Anat., 1872, liv, p. 371. 
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never 7wo ; and that if the vibrations. of tlre vocal bands 
were really the cause of sound, in the above cases two 
sounds should always be heard. Thirty-two years later he 
qualified the above assertion by apparently admitting the 
possibility of the vibrations of one sound supplementing 
those of the other, as in whistles with membranous walls. 
Cagniard-Latour’s’ investigations in the same direction are 
not very satisfactory. 

About the year 1837 Johannes Miller,’ experimenting 
upon the larynx of a cadaver, observed that on passing an 
air-current through a larynx whose vocal bands were un- 
equally stretched, a double tone was occasionally produced. 

Merkel,* whilst singing when hoarse, a small particle of 
mucus being perhaps suspended between the vocal bands, 
observed two distinct tones, one of which was an octave 
higher than the other. 

This is the sum total of the literature of this subject up 
to 1863, in the April of which year Ludwig Tiirck* presented 
his first case to the Society of Physicians in Vienna, and by 
the aid of the laryngoscope demonstrated that a small 
tumor occupied each vocal band, and produced the double 
tone by dividing the glottic orifice into an anterior and 
posterior portion, each having an appropriate tone. 

I have examined patients whose voices were rendered 
diphthonic by the presence of a small tumor on one or both 
vocal bands, the diphthonia disappearing on the destruction 
of the growth. According to Tiirck® the conditions neces- 
sary for the production of double tone may be fulfilled by 
the presence of epithelial growths, the buds of ulcerated 
surfaces, or infiltrations upon the free edges of the vocal 
bands. In these cases the posterior or cartilaginous glottis 
is generally closed during phonation and respiration, and is 
only opened, and a double tone produced, by considerable 
vocal effort. Both tones are usually higher in pitch than 

1 Magendie’s ‘‘ Physiologie de |’ Homme,” 1834. 

2 «« Handbuch der Physiologie des Menschen,” 2ter Band, 1840, p. 187. 

*«* Anatomie und Physiologie des menschlichen Stimm- und Sprach-organs,” 
1857, p. 628. 

4 Wien. med. Presse, 1865, vol. vi, No. 26. 

° Klinik der Krankheiten des Kehlkopfs, p. 474. 
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the ordinary voice, and may be heard when the voice is 
strained or in ordinary conversation. The interval between 
the first and second tones is in cases inappreciable, and 
varies from a partial blending of the tones to a beautiful 
and distinct diphthonia, the difference in the pitch of whose 
tones is in most cases, I believe, one octave. 

Diphthonia may be physiological or pathological: the former 
supposes capability in the possessor of a normal larynx to 
produce at will double voice; the latter is principally asso- 
ciated with structural changes in the vocal bands. 

In Rossbach’s’ cases of “ Diphthongie” from unilateral 
paralysis of the vocal bands, one tone was a chest and the 
other was a falsetto. 

In one of Schnitzler’s’ cases, if the patient sang the scale 
he (S.) heard sometimes with the leading tone an 
accompanying sound precisely a third higher. ‘This double 
sound was noticed more perceptibly in the higher chest 
sounds or falsetto, but the middle register appeared clear. 

Gibb* cites a case of “ Diplo-phonia” in which a knife had 
penetrated the larynx and severed the left vocal band. 
After cicatrization of the band this man could only utter a 
few words at a time, commencing in a bass and running up 
tovartemor, 

The following observations prove that in some cases the 
double tone originates in the larynx and from two glottic 
orifices. The laryngoscope in this class of cases reveals the 
fact that there is an anterior or ligamentous, and a poste- 
rior or cartilaginous glottis, constituting two vibrating aper- 
tures, each of which, by virtue of the periodical interrup- 
tions of the expiratory air-current, creates a tone. 

In a case’ of diphthonia in which there was a nodule on 
the vocal band dividing the glottis into an anterior and pos- 
terior portion, on the accidental closure of the anterior open- 
ing by mucus the double tone temporarily ceased. Still 
more, when the offending nodule in this case was cauter- 
ized and the vocal bands became much swollen in the vicin- 
ity of the nodule, thus obliterating the anterior glottis, the 


1 Archiv, f. path. Anat., 1872, liv. ? Wien. med. Presse, 1874-75. 
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double tone again disappeared, only to return when the 
swelling subsided. A case’ is accurately described in 
which, at the moment when a movable excrescence on one 
of the vocal bands caused double tones, two glottic open- 
ings could be distinctly seen. After destroying the excres- 
cence by means of local applications the diphthonia at once 
ceased, leaving slight dysphonia. 

A polypus,’ the size of a cherry stone, on the right vocal 
band of a patient rendered him hoarse, but did not cause 
diphthonia. The tumor was partially destroyed by applying 
silver nitrate, and reduced to the dimensions of one of the 
cases above-mentioned, resulting at once in a double tone 
by the division of the glottis. 

Large pellets of mucus remain on the free borders of 
the vocal bands only a short time and cause momentary 
hoarseness. If a singer who desires to cough gently and 
clear his throat of mucus refrains therefrom and, instead, 
sings, the mucus will lodge between the vocal bands, and in 
an instant a diphthonia follows. There are instances in 
which two bands of mucus stretched across the glottis have 
caused a treble tone: ~ A leading singer of the Vienna 
Opera had an inflammatory nodule, the size of a pin’s head, 
on his right vocal band, causing diphthonia. After destruc- 
tion of the nodule it was observed that when shreds of 
mucus lodged at the point formerly occupied by the tumor 
a double tone was developed. Grititzner® has established, by 
experiments on a siren of his own construction, that we 
will in every instance have two synchronous tones when 
the blasts of air on which the tones depend do not succeed 
each other at equal intervals. When every third or fourth 
aperture of a siren is closed, either partially or completely, 
in such a manner that a large anda small hole will alternate, 
a double tone results. This fact seems to have been known 
to Seebeck* in 1841, and has recently been fully elucidated 
by Kénig* with a most perfect apparatus. 

By means of properly made sirens in which the aper- 

1 Wien. med, Presse, 1874-75. 3 Wien, med. Presse, 1874-'75. 
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tures are of various dimensions and in fixed order, we can 
not only create two tones (of approximate pitch) simulta- 
neously, but can even predict by the size of the holes the 
intervals which may exist between such tones. These facts 
convince me that in at least pathological diphthonia the di- 
vision of the glottis into an anterior or cord, and a posterior 
or cartilaginous portion, each vibrating separately under 
the impulse of the expired air-current, is the only satisfac- 
tory explanation consistent with observation. I am still 
more convinced that in this direction lies the truth, by the 
statements of Hermann,’ who says: “ Experiments with the 
larynges of dead subjects have led to many results incon- 
sistent with the appearances of the larynx, some of which 
are still unexplained, and which indicate our lack of knowl- 
edge respecting the actions of this organ.’”’ Also the state- 
ment of Schnitzler,* who says he has little confidence in 
the experiments made on the larynges of animals. 

Phystological diphthonia, which can be produced at will 
by a healthy person, as also the variety observed by Ross- 
bach in persons recovering from unilateral laryngeal paraly- 
ses, are caused by the periodical vibrations of air passing 
between the vocal bands, which are always passive in pro- 
ducing both single and double voice. In these cases we 
have not two glottides to deal with, and if the individual 
air-pulis creating the voice ditfer in streneth, oral aiter a 
number of equally powerful and equally timed blasts one 
blast be omitted or increased in force, two tones will be 
created simultaneously in the larynx. 

A double tone may be produced by the aid of a single 
membranous or metallic tongue’ vibrating in the frame of a 
whistle and excited by air-blasts varying in strength. The 
tongue must vibrate more strongly at one instant than at 
the other, and the more or less powerful vibrations suc- 
ceed one another in groups. There is no doubt but that in 
physiological diphthonia the same physical causes (air-vi- 
brations) are brought into action as in the siren just men-. 
tioned. It has long been a question whether laryngeal 
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sounds are pxoduced by the vibrations of the vocal bands, 
or by their simply acting as interrupters of the air-current. 
In this place I may mention the important rdéle which the 
expired air-current’ plays in the formation of vocal sounds. 
Many pulmonary diseases are attended by dysphonia; 
all troubles tending to diminish the force with which air 
is prepelled through the larynx by the diaphragm and 
thoracic muscles—rupture of the diaphragm, rheumatism, 
and chest wounds—weaken the voice. Affections which 
lessen the capacity of the pulmonary vesicles—pleuritis, 
pneumonitis, and phthisis—weaken and modify the voice. 





CasE. James R , student, a resident of Washington, age 
19, who was referred to me for treatment by my friend Dr. 
William V. Marmion, gave the following history. 

In the early part of 1878 he contracted a severe laryngeal 
catarrh, from which he has suffered, becoming hoarser from 
month to month, until at the time I saw him, October 19, 1878, 
when there was dysphonia in ordinary conversation. 

I found him suffering with a chronic laryngeal catarrh, with 
little or no pain in the region of the larynx, and a slight cough, 
excited apparently by the contact of cold air with the inflamed 
laryngeal mucous membrane. The expectoration was very scant, 
of a grayish color, tenacious, and varied in quantity from day to 
day, but was always greater on rising in the morning than during 
the remainder of the day. His general health was excellent and 
was not in the least impaired by the existence of the laryngeal 
disease. The laryngoscope showed that the posterior surface 
of the epiglottis and the aryteno-epiglottidean folds were of a 
normal color ; that the arytenoid eminences were injected, as also 
were the superior or false cords, which were swollen and bathed in 
a copious secretion. But in the inferior bands I detected lesions 
and important alterations in function, meriting detailed descrip- 
tion and explaining the development of the dysphonia and double 
voice in chronic laryngeal catarrh. The membrana elastica 
laryngis was, in places, tinged in a manner aptly described by 
Isambert, “comme un trés léger coup de pinceau trempé dans 
du carmin.” In other places this membrane was thickened and 
of a grayish color. 

So far I had only observed the morbid changes in the intra- 


1 Lambert, Paris Thesis, 1858, No. 76, p. 51. 
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laryngeal tissue, but upon requesting the patient to sound “a” as 
high as possible, to my surprise I saw the condition shown in the 
wood-cut. 





It will be observed that the true vocal bands do not touch each 
other in all their length, as is customary, but only in their middle, 
and then for a distance of only two (2) mm. This phenomenon 
was observed on an effort to sound “a” being made, and at that 
moment I could hear a distinct diphthonia, consisting of an or- 
dinary “a” sound followed by a well-marked “ falsetto,” which 
imparted to the voice an agreeable and indeed musical tone. 
The patient was not a musician, and I was forced to forego a 
series of interesting experiments which naturally suggested them- 
selves. The falsetto note followed so closely on the leading tone 
as to be practically synchronous with the same. The outline of 
the rima glottidis was completely altered by the bands approach- 
ing each other near their middle, and the appearance may be well 
compared to the “hour-glass glottis’ spoken of by Browne.’ 
There were, in fact, two glottic orifices: an anterior enclosed by 
the bands, and a posterior extending from near the vocal proc- 
esses backward; the former is called by Schnitzler* Bander 
(cord), the latter Knorpel-glottis (cartilage-glottis). From these 
words of Schnitzler we may arrive at what I think a rational ex- 
planation of the direct causation of the symptom diphthonia in 
this case. As will be seen by again examining the cut, the an- 
terior glottic orifice is longer than the posterior. Now, could 
the same sound be generated, ceteris paribus, in glottic orifices 
differing in structure, in length, and in form ? 


The following facts, recorded by M. Mandl,’ bear directly 


1“* Diseases of the Throat,” London, 1878. 
7 Wien. med. Presse, 1875. 
*« Maladies du Larynx et du Pharynx,” Paris, 1872, p. 281. 


Diphthonia, or Double Vorce. 55 


on the point I am making, and I therefore translate them: 
“Tt is understood that vocal bands susceptible of variations 
in length, thickness, consistence, and humidity, can vibrate 
differently and produce sounds the new harmonics of which 
give rise to a modification of tone. The ‘tonalité’ depends 
on the number of vibrations of the vocal bands and the size 
of the glottic orifice.” 

The vibration of the cartilaginous portions of the vocal 
bands which are posterior to the vocal processes is less 
rapid, and hence the sound is less acute than in the anterior 
or ligamentous portions of the same bands. The sound pro- 
duced in the cord-glottis would be high; that in the carti- 
lage-glottis low.—Schnitzler’ and Tiirck.’ 

Regarding the chronic laryngeal catarrh as the cause of 
the paresis, and diphthonia a symptom of this paresis, my 
treatment was directed to the removal of the catarrh, and 
then to the paresis, by the use of intra- and extra-laryngeal 
faradization, and the administration of excito-motor stimu- 
lants. During the entire course of treatment, abstinence 
from alcoholic liquors and tobacco, and absolute rest of the 
voice were recommended. In five weeks I had the catarrh 
nearly relieved, the voice meantime having become much 
more distinct. JI used as a local application to the larynx: 
zinc chloride, 0.75 gm. in 32.00 of water, and as an inhala- 
tion: altim, 15.00; aq. extract: of opium,..0.20; ¢lycerine, 
50.00; rose water, 250.00. Both formulz were made daily 
use of until I began faradization, two months from the com- 
mencement of the treatment. A few days elapsed, and lI 
administered strychnia, 0.0003, three times a day during the 
first week, and then every alternate week for four months. 
Faradization was accomplished with the apparatus of 
DuBois Raymond. At the beginning I gave the patient a 
daily séance, then every alternate day, and finally once a 
week. There was a pronounced improvement in his voice 
after the first application of electricity, and he is to-day 
practically in possession of a perfect power of vocalization. 
The diphthonia has entirely disappeared and cannot be de- 
tected on the patient’s making violent efforts to sound high 
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notes. The anterior and posterior glottic orifices have been 
transformed into one, and extend from the anterior to the 
posterior commissure of the vocal bands. 

I have been struck with the similarity of position of the 
bands in this case, and in cases of combined paralysis of the 
transversus and thyreo-arytzenoidei interni, the result of 
which is also an hour-glass glottis, but in the last-named 
cases which have come under my observation, there was 
complete loss of voice, the vocal bands remaining more 
widely separated during attempts at phonation than in the 
present case. 

When we reflect on the fact that paresis of the various 
laryngeal muscles is a common result of chronic catarrh 
(Ziemssen’ and Tiirck,’) and the manner in which the diph- 
thonia disappeared under the above-mentioned treatment, it 
is, I think, probable that in this case the diphthonia was due 
to a paresis. 


APPENDIX. 


Donders maintains that it is impossible for both tones to 
originate in the larynx, and that the second must be formed 
at a point above the vocal bands (im Ansatzrohr). Grtitz- 
ner, on the contrary, is convinced from experiments that 
the double voice can be produced in the larynx. ‘The lat- 
ter writer mentions a procedure he has employed in discov- 
ering the particular portions of the throat brought into con- 

«tact in the emission of any given sound. He simply cov- 
ers the suspected points with a solution of carmine. 

In closing, I desire to return my gratitude to Dr. Thomas 
Wise, of the Library of the Surgeon-General’s Office, and 
to Mr. Otto Frank, teacher of vocal music, Washington, 
for valuable aid extended during the preparation of this 
paper. 

’ Cyclopedia, vol. iv, p. 216. * Loe tit... Ps Aok. 
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A-CASE OF: ABDUCTOR FARALYSIS, DUT nO 
LEAS. POISONING.* 


By CHAS. E. SAJOUS, M.D., 


PHILADELPHIA, 


Henry A., aged 26, painter, came to the throat clinic of Jeffer- 
son Medical College Hospital complaining of difficulty in breath- 
ing. His trouble had come on gradually, and was now of a nature 
to make him feel as if he were about to choke when swallowing 
too rapidly or when using his voice for any length of time. There 
was but slight pain in the larynx, increased by pressure over the 
thyroid cartilage, and an occasional spell of coughing, which 
would cease when an accumulation of mucus below the cords 
would be expectorated. He experienced a sensation of constric- 
tion, as if “some one held him by the throat.” Inspiration was 
prolonged, and in speaking he was obliged to take breath fre- 
quently, this causing great fatigue. The recumbent position in- 
creased the dyspncea. The voice, somewhat hoarse, had not lost 
much power in the high notes, while the low notes were almost in- 
audible. He complained of chronic constipation and loss of ap- 
petite. General appearance indicated marked anzmia. 

The family history was good, and the patient had never had 
venereal trouble. He could not remember having exposed him- 
self to cold, and it being midsummer, there was no likelihood of 
such being the cause. All questions purporting to a traumatic 
origin, inspiration of irritating gases, etc., were answered nega- 
tively. He had had lead colic twice, and had been using white 
paint five weeks previous, in painting the doors and sashes of a 
new dwelling. 


Examination of the chest revealed no morbid condition, 


* Presented to the American Laryngological Association, session 1881. 
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excepting a slight systolic murmur. Breath very offensive 
and tongue covered by a thick white fur. The gums pre- 
sented the characteristic blue line. Hard and soft palate 
anzmic, with the exception of the free border of the latter, 
which appeared, in company with the sides of the uvula, 
somewhat congested. The pharynx, epiglottis, and the 
whole laryngeal cavity were also congested, but to a much 
greater degree. On inspiration the cords were separated by 
a slit a line and a half in width, and were approximated 
when a sound was emitted, vibrating, to all appearances, 
normally. 

He was ordered 40 grains of the sulphate of magnesia 
night and morning, continued until more than three stools 
per day were caused ; iodide of potassium five grains three 
times a day the first two days, then adding two grains 
per dose each day, until twenty grains three times daily 
were oiven, -lhis. was kept up three. days, : then, the 
doses were gradually diminished as they had been in- 
creased, replacing the grains of the iodide by minims 
of the tincture of nux vomica. No change in the posi- 
tion of the cords was noticed until the beginning of 
the second week of treatment, although the tongue had 
cleared and the congestion had become almost impercep- 
tible. The tenth day there was a slight increase of space 
between the cords, and this gradually increased. The pa- 
tient was discharged cured nine weeks after, when all symp- 
toms had disappeared. He subsequently changed his occu- 
pation, and seven months after his discharge no recurrence 
of the trouble had taken place. 


PHONATION ON’ INSPIRATION A CAUSE ‘OF 
HYSTEKRAL APHONIA* 


By GEORGE W. MAJOR, B.A., M.D., 


MONTREAL, CANADA. 


URING the past two years I have had under notice 
several cases of aphonia occurring in persons whose 
general health was unimpaired and whose laryngeal con- 
dition, on examination, revealed no abnormal state sufficient 
in itself to account for the loss of vocal power. These 
patients were, with one exception, females, and were all of 
decidedly nervous temperament. 
It will best suit my purpose to report the most obsti- 
nate as well as the most typical case that offered. 


A young lady, a teacher in the Protestant School Commission, 
zt. 22 years, of good birth, well nourished, and of unusually 
healthy appearance, was referred to me by her medical attendant 
for examination and treatment. Two years before, she con- 
tracted a severe cold with hoarseness, which, however, did not 
confine her to her bed. Necessity compelled her to attend to 
her daily duties as teacher. Her physician placed her upon the 
usual routine treatment. The hoarseness continued, and at the 
end of six weeks she arose one Monday morning voiceless. Ner- 
vous symptoms were also developed. There was no pain in the 
larynx or neighboring parts, no inconvenience, and as hysterical 
symptoms were prominent, her aphonia was declared to be of that 
character. Electrical applications were now decided upon, and 
persevered in for several months. Sleeplessness was also a 


* Presented and accepted as a Candidate’s Thesis by the American Laryngo- 
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source of great anxiety, though the general health did not seem 
to suffer thereby. Her appetite continued good, and all func- 
tions were properly performed. All manner of medical treat- 
ment had been resorted to, and change of air prescribed, but to no 
avail. On laryngoscopic examination, beyond slight anzemia 
there was nothing to call for remark. The patient was restless 
and fidgety, and although there was no irritability of the fauces, 
the tolerance of the mirror was not such as to be desired. The 
upper part of the larynx seemed to contract spasmodically, and 
thereby to prevent a clear view of its interior; On directing 
the patient to phonate, the same spasm recurred. I now desisted 
from any further attempt. The following day the patient seemed 
more composed and possessed of more confidence. 

I noticed that the breathing, when speaking, was of a peculiar 
character, but on silence being observed it seemed to be restored 
to a natural and quiet state. On speaking it seemed of a sigh- 
ing character, as if there was some impediment to inspiration, or 
as if some tumor pressed upon the trachea. My suspicions as 
to the cause were excited, and by carefully watching and con- 
ducting my examinations with great pains, I hoped to be able to 
determine wherein the fault lay. The patient expressed her 
willingness to help me to the fullest extent, and was particularly 
anxious that an electrode should be employed. On introduction 
no result was obtained at that or subsequent sittings. 

I, however, continued to make my daily examination, and grad- 
ually became more successful in the management of my patient. 
On speaking I had previously remarked that she did so on an in- 
spiratory effort. The laugh also bore the same character. On 
directing her to phonate I suspected her of involuntarily holding 
her breath, but was not in a position to speak positively. I pro- 
ceeded to teach her how to breathe and how to phonate on ex- 
piration, without allowing her to suspect my object. Before each 
introduction of the mirror I insisted upon a full inspiration, then 
on placing the mirror in position I would direct her to make the 
sound “ ah.” : 

After a couple of weeks of such exercise I found that the spasm 
of the ventricular bands and folds had very markedly lessened, 
and allowed a view of the vocal bands. These I found healthy 
in every way, but acting as if with hesitancy. The improvement 
continued. Some weariness was complained of in the larynx after 
the exercises, but was not of long duration. The vocal bands 
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gained from day to day until, finally, on pressing the alz of the 
thyroid cartilage together and directing an effort at phonation to 
be made a feeble harsh sound was the result. The action and 
condition of the vocal bands on the effort to produce sound 
seemed more like what I would suppose “ stuttering of the cords ” 
to be. Keeping on in our efforts, the vocal bands gradually became 
more and more under control. I observed that if on the approach 
of the cords no sound were produced immediately, it was not pru- 
dent to push the effort, as failure would result and a more or less 
demoralizing effect ensue. All these procedures I directed with a 
mirror in position, so as to correct any abnormality if detected. 

Such simple sounds as “ah,” “eh,” and “oh” were gradually 
achieved; always seeing that the fullinspiration was well taken be- 
fore any attempt at phonation was permitted; arguing that if 
the fault lay in phonating while inspiring, the surest remedy would 
be found in rendering inspiration impossible by previously having 
the lungs well filled. Then desisting from the use of the mirror, | 
other simple vowel sounds were accomplished, the patient imitat- 
ing me in the performance of them. Thus, as in teaching a child 
to spell, we gradually advanced until simple syllables were attained, 
then words, and so on until, afterward, taking all precautions 
about the breathing, my patient could converse with tolerable 
facility. The laugh would still be slightly inspiratory, and was 
the last to yield. Except while undergoing her daily training my 
patient was not allowed to use her voice, so that in the intervals 
no recurrence to the perverted action was to be feared. 


Four other cases of hysterical aphonia have since pre- 
sented themselves, having, but to a less extent, the same 
difficulty, and were relieved in the same manner. I do not 
mean to say that all cases of hysterical aphonia are due to 
faulty respiration, but I think that some, at all events, are, 
and that by recognizing and setting to work systematically 
to correct the fault; we cam achieve much good. It 1sa 
question if many cases of ordinary stuttering are not due 
fo- just such causes, and. it ds amy intention dn ay imine 
paper to lay a few facts connected therewith before the 
profession, shortly. | | 


GASE OF MEMBRANOUS SYPHILITIC STENOSIS 
OF tHE TRACHEA, (CURES 


By J. W. GLEITSMANN, M.D., 


NEW YORK. 


Mrs. A. H. was brought to my office by her family physician 
April 1, 1874, on account of complete aphonia and dyspnea, 
which only a few weeks before had threatened to end her life by 
suffocation. 

The following history was given: The patient, 32 years of age, 
of foreign birth, married abroad before emigrating. In 1873 she 
sought medical advice for sore throat of long standing. Inspec- 
tion of the fauces revealed syphilitic plaques on velum, palatine 
arches, and posterior wall of the pharynx; also rhagades on left 
side of tongue, and a large one on base of the same. ‘The infra- 
maxillary glands were swollen. Being questioned, she acknowl- 
edged having had ulcers on the sexual organs before her marriage, 
contracted from another party. 

No disturbance of the digestive organs, the menses were regu- 
lar, no leucorrhoea, patient was never pregnant, the sexual organs 
were healthy. Complete aphonia was already present at that 
time, but patient did not experience any difficulty in breathing 
sufficient to elicit her attention. 

The treatment consisted in small doses of iodide of potassium 
and one twentieth part of a grain of bichloride of mercury, was 
continued for six months, and resulted in the disappearance of the 
syphilitic plaques, but no improvement of her voice. 

Gradually some impediment in the respiration became notice- 
able to her, and one night she was seized with such violent 
dyspneea that a neighboring physician was called in, who relieved 
her temporarily, but also treated her for two weeks without any 
benefit. 

* Presented and accepted as a Candidate’s Thesis by the American Laryngo- 
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She then returned to her family physician, but, unable to re- 
gain her voice, and suffering from increasing dyspncea, was brought 
to me on the day stated. 

The patient was of small, delicate frame, and had no constitu- 
tional symptoms but swelling of the inframaxillary glands. The 
aphonia was complete, the dyspnoea very marked, and of that 
peculiar character which at once made me suspect the trachea as 
the seat of the stenosis. The laryngoscopical examination, aside 
from the labored respiration, did not present any difficulty. The 
fauces and the epiglottis showed no perceptible alterations, except 
a slight difference in color. The most striking feature of the 
picture was the seeming appearance of a second glottis, far below 
the normal one. Two dark red symmetrical membranes ran hori- 
zontally from back to front of the trachea, with a very small 
longitudinal opening between them, which was wider posteriorly 
than anteriorly, They remained immovable during respiration 
and phonation, and were located in the region of the fifth and sixth 
tracheal cartilage. Their surface and free margin were smooth 
and did not show any signs of ulceration. It was impossible to 
determine their thickness (vertically). The vocal cords proper 
were slightly reddened and in symmetrical position, as well as the 
arytenoid cartilages. During phonation their motion was uniform, 
but the glottis remained open about as wide as the false membranes 
below were apart from each other. 

The diagnosis inclined to the syphilitic origin of the membranes, 
as other causes had to be excluded, and the treatment was accord- 
ingly : three doses of iodide of potassium, of twenty grains each, 
a day, and daily inunctions of one drachm mercurial ointment in 
different parts of the body alternately. The opportunity of 
tracheotomy was ventilated in the consultation, but deferred on 
account of the déep seat of the stricture and: the absence of 
momentary urgent symptoms. A few days after her first visit 
syphilitic roseola appeared, which did not last long. Under the 
above treatment signs of improvement soon were noticeable. 
When seen the last time—one month after the first examination— 
the vocal cords showed normal motion, her voice had come back, 
the false ligaments had almost disappeared, and the difficulty in 
breathing was scarcely perceptible. 

Her family physician kept up the iodide of potassium for olives 
months longer, when, feeling well, she discontinued treatment. 
When seen by him two years afterward, no symptom of her former 
disease had ever made its appearance. 
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Syphilitic affections of the trachea, stenosis from syphilitic ul- 
ceration and following cicatrization, also from false membranes, 
are of no rare occurrence. But the rarity of such symmetrical 
false ligaments, representing a perfect second glottis, tempted the 
writer to present the case to the profession. 


CLINICAL NOFES: 


A CASE OF PROLAPSE OF THE LARYNGEAL SAC, 


By J. SOLIS COHEN, M.D. 


Dr. ———, of New Jersey, applied to me in September, 1880, 
to determine the cause of an aphonia, with slight stridor in in- 
spiration, which had occurred suddenly during an attack of bron- 
chitis, the previous spring, and which had persisted despite his 
apparent restoration to his usual good health. 

On examination I detected a prolapse of the laryngeal sac, 
which overhung the right vocal band in great extent and thus oc- 
cluded the glottis. The lack of the line of demarcation between 





ventricular band and ventricle suggested the nature of the lesion ; 
and palpation with a bent probe, by means of which the protru- 
sion could in part be temporarily replaced, confirmed the diag- 
nosis. 

I recommended Dr. — to familiarize himself with auto- 
laryngoscopic manipulation, and to treat the part by insufflation 
with sulphate of copper or some other astringent powder. He did 
so, and two months later presented himself with a hoarse voice, 
and with partial replacement of nearly the anterior half of the 
prolapsed structure. He now informed me that, upon reflection, 
his aphonia had distinctly followed a severe spell of coughing, 
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and he had no doubt that the displacement of the sac had taken 
place at that time and from that cause. 

On Nov. 26, 1880, Dr. ——-— kindly allowed me to exhibit his 
larynx to the members of the Philadelphia Laryngological Soci- 
ety ; and he narrated his case in a rough voice. 

Since writing the above, Dr. ——-— has again presented himself 
(Dec. 20, 1881), with a much improved voice, though the laryngo- 
scopic appearance does not vary from that presented one year 
previously. 





CASE OF EVERSION - AND PROLAPSE OF = BOTH SACCULI 
LAKYNGIS.. SUCCESSFUL INTRALARVYNGEAL EXTIRPA. 
TION OF ONE AND ALMOST COMPLETE REDUCTION 
OF “THE OTHER, 


By LOUIS ELSBERG, M.D. 


The following case, not heretofore recorded in print, has been 
related in my lecture-courses ever since its occurrence. 

Mr. L., et. 39 years, unmarried, consulted me September 20, 
1866. In his family history no traces of hereditary syphilis or 
consumption could be found, but a remarkable liability to dis- 
ease of the various mucous membranes. He was the youngest 
of five children, all living; all, as well as their mother, had suf- 
fered from catarrhs of the respiratory, digestive, or genito-urinary 
organs. The mother died of broncho-pneumonia at an advanced 
age; the father had been accidentally drowned many years previ- 
ously. He, Mr. L., was considered the most delicate of the family, 
had all the children-diseases very badly ; when 16 years old had 
typhoid fever, and ever since very easily “takes severe colds.” 
His voice had always been harsh and peculiar ; he lost it en- 
tirely during the typhoid fever, and recovered it only gradually 
about a month after convalescence. Since then he has had four 
separate attacks of aphonia, each lasting from one to two months, 
which came on without assignable cause and passed away with- 
out special treatment. In the intervals his voice varied consid- 
erably, but it has never been clear. His breathing is always 
more or less audible, and becomes loud and “ wheezy ” whenever 
he takes cold. Henever had any difficulty in swallowing. He 
has had gonorrhoea five or six times in his life, but no chancre nor 
syphilis. A few years ago he was badly ptyalized, although his 
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physician did not intend to produce any such effect. He has 
been affected with prolapsed rectum and hemorrhoids for over 
twenty years, and ascribes much of his weakness and general bad 
health to the loss of blood which the piles entail. 

His present condition he describes as being “as good as he is 
accustomed to.” It has not been better for years, and fre- 
quently has been worse. He measures 5 feet 54 inches, and 
weighs 136 pounds. His appetite is good, though he must be 
careful in his diet or he suffers from indigestion. His bowels at 
present move every day, but he must reposit the rectum, use pile 
ointment, etc. He also suffers from a chronic gleet. He wakes 
up two or three times every night with wheezing and difficulty of 
breathing ; he does not feel that his breath is very much ob- 
structed during the day or when first lying down, although I 
noticed inspiratory stridor. At present he can breathe through 
both nostrils, but frequently either one or the other is obstructed. 
His voice sounds like nothing but a harsh loud guttural whisper, 
but he assures me that it is often less phonic than at present. 

Examination of the pharynx and nasal passages showed that 
these parts are affected by chronic catarrh with considerable hy- 
pertrophy of the mucous membrane. ‘The laryngoscopic exam- 
ination, which was entirely successful only after many trials and 
much trouble in educating the patient and the organs, revealed 
the pictures represented in the accompanying figures. 





DURING RESPIRATION, DURING ATTEMPTED HIGH CHEST-NOTES. 


Two tumors were discovered upon the vocal bands that seemed 
to issue from the two ventricles. The tumor on the patient’s left 
side was larger than that on the right. During respiration the 
tumors were larger than during attempted phonation, and seemed 
to be moved with the current of air. This was especially notice- 
able on the left side and on an abrupt sharp expiration after a 
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forced inspiration. The edges of the quadrangular membranes 
constituting the ventricular folds were quite indistinct during res- 
piration, but became sharply outlined with the phonatory effort. 
Portions of both vocal bands, posteriorly more than anteriorly, 
could be seen below the tumors, greater on the right than on the 
left side. ‘The tumors were pear-shaped, especially the right one, 
with the small end in front. In consistence the tumors were soft 
and indentable with a probe. They could be made to disappear 
in great part, during respiration, by being pushed with a properly 
bent probe into the sacculi laryngis, and unless made to reappear 
sooner by coughing, they would stay away for a time varying 
from a few minutes to an hour. But the most remarkable change 
took place in the tumors when the larynx passed from the respira- 
tory to the phonatory condition: for a moment they pressed 
against each other, then they became smaller, z.¢., narrower, for 
their length was not diminished. The diminution in breadth was 
not merely a compression of the two tumors against each other, 
but an actual sliding inside of the sacculi, so that more of the 
vocal bands became visible, and the tumors no longer touched 
each other at all. Frequently, especially when the patient tried 
to imitate the sounds of my high chest-notes, the free edge of the 
right vocal band throughout the whole extent, and nearly the 
whole of the left, became uncovered, as represented in the draw- 
ing. Exactly how this was brought about I could not make out. 
All portions of mucous membrane visible were catarrhally af- 
fected, relaxed, and injected, but the movements of the vocal 
bands and of the other portions of the larynx could not be said 
to be abnormal. 

As soon as all the features described were distinctly recognized, 
the diagnosis became clear, viz.: that this was a case, not of 
morbid growths, but of eversion and prolapse of both sacculi 
laryngis. The etiology was obscure. Taking all the circum- 
stances into consideration, I was inclined to regard the condition, 
or at least the beginning of it, as congenital. The patient and 
his friends asserted that his voice certainly was affected from his 
earliest infancy. 

After preparatory training, appropriate general treatment, reg- 
ulating the different functions, and attending to other local 
troubles, intralaryngeal operations were commenced in earnest on 
Oct. 23d. I had previously already frequently touched the parts 
with solutions of iodine, and the catarrhal condition was much 
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relieved. On the day named, with the “cutting forceps” which 
I had devised for this case, I removed the anterior portion of 
the tumor on the left side. The portion removed was perhaps a 
little more than a third of the tumor, and its examination con- 
firmed the nature of the case, although I really had entertained 
no doubt on this point. There was hardly any hemorrhage but a 
good deal of pain. I apphed a weak solution of iodide of zinc. 
In the course of the day a cough came on, and he also complained 
of colic and disposition to bad diarrhcea. I gave him in the even- 
ing a tablespoonful of paregoric. On the next day he took every 
two or three hours a mixture containing +4 of a grain of sulphate 
of morphia. His breathing, especially inspiration, became more 
noisy, though the cough was less troublesome. I gave him a drop 
of Fleming’s tincture of aconite root on sugar three times daily, 
but I could make no laryngoscopic examination until Oct. 27th, 
when there was still considerable reaction seen, but the pain and 
respiratory difficulty had subsided. The application of iodide of 
zinc was repeated on that day and the following. On Oct. 30th 
the whole remaining tumor on the left side was extirpated at one 
sitting, though a number of painful operations were required to 
accomplish this. The mucous membrane covering the vocal band 
was unfortunately injured. All the parts were touched with a 
solution of persulphate of iron. The subsequent inflammatory 
reaction was not as great as after the removal of the first piece. 
Each time that I saw the patient I reposited the sacculus of the 
right side as far as possible, and applications of either persulphate 
_of iron, iodide of zinc or iodine were made to the whole of the in- 
terior of the larynx, sometimes daily, sometimes on alternate 
days. 

The patient improved satisfactorily in every respect. On Jan- 
uary 5, 1867, the date of my last laryngoscopical examination, there 
was no trace of the tumor on the left side, and only a compara- 
tively small elevation or swelling on the floor of the ventricle on 
the right. The breathing was free and the voice was distinct and 
loud, though not pure; but Mr. L. and his friends said that his 
voice was clearer and every way better than it had ever been in 
his life before. 

For some years I received occasional messages from this 
patient, and learned that his voice never failed him. 
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TRACHEAL TUMOR RESULTING FROM TRACHEOTOMY.* 


By S. W. LANGMAID. 


On the afternoon of August 10, 1880, Dr. H. E. Marion brought 
to my office a little girl four years old. It was known that she 
had drawn into her trachea, an hour or more before, half of a 
dried chestnut which she had had in her mouth. 

Severe paroxysms of cough with attacks of almost complete 
asphyxia had occurred at intervals since the accident, and Dr. 
Marion hoped that it might be possible to remove the foreign 
body through the natural passages by means of laryngoscopic 
illumination. 

An excellent view of the larynx was obtained, and a white col- 
ored body was seen to be thrown up from below against the glottis 
during the attacks of cough. 

It was evident that an attempt to seize the foreign body by 
laryngeal forceps would most likely fail, and that if seized it was 
not probable that it could be extracted on account of its size, its 
rounded form, and its brittle constitution. 

The asphyxia grew more and more marked, and it was deter- 
mined to convey the child to the Mass. Gen. Hospital for the 
immediate operation of tracheotomy, the surgeon in attendance, 
Dr. J. Collins Warren, being called upon on the way there. 

The following report of the case is from the hospital record : 

Ether having been administered, the first incisions were but 
completed when respiration ceased ; the trachea was immediately 
opened, and at the most dependent portion of the wound a foreign 
body was observed, which, on an attempt being made to seize it, 
disappeared from view. On its becoming dislodged the breathing 
returned. It was finally coughed back to the opening, where it 
became wedged again, and was this time grasped by a pair of for- 
ceps and removed. Its average diameter was about one centi- 
meter. A tube was left in, as it was thought possible that other 
fragments might appear subsequently, and was removed on the 
third day. A slight bronchitis complicated the convalescence, 
which was otherwise uninterrupted. The voice, however, con- 
tinued to remain a hoarse whisper, and respiration was impeded 
by rapid motion. 

On examination since by Dr. Langmaid with the laryngoscope, 


* Abstract of a paper read at the meeting of the Boston Society for Medical 
Observation, Dec. 5, 1881. 
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a grayish-white glistening tumor in the region of the cricoid, was 
seen occupying one third of the diameter of the trachea. This 
tumor had grown steadily smaller and the last report, made some 
two months since patient left the hospital, states that the voice 
and the respiration have greatly improved, although the lumen of 
the trachea is somewhat narrowed by the growth. It is probably 
a granulation mass springing from the internal surface of the 
wound. ‘The child was frequently brought to me during the first 
few months, and excellent views of the tumor were always ob- 
tained. It was undoubtedly situated at the superior angle of the 
wound. The symptoms of its presence were dyspnoea, not marked 
during the day except upon exertion, but more or less constant at 
night when the breathing was dreadfully noisy ; poor appetite and 
loss of flesh—the direct results of dyspnoea from stenosis of the 
trachea or larynx ; occasional cough and hoarse voice. 

At the end of four months the tumor had grown much smaller, 
and only a sessile button remained. The dyspnoea was so much 
relieved that it was thought that no operative interference was 
necessary. At the time of the accident the child was unusually 
robust and brave; she became feeble during her convalescence, 
and remained so for months, her strength and flesh returning as 
the tumor disappeared; but the previous robustness has never 
been completely regained. 

She was seen three days ago: she has no trouble with her res- 
piration, unless she takes cold, when at night the breathing is, as 
formerly, very noisy; her cough at such times is “dreadful to 
hear.” The size of the tumor has not changed much from what 
it was at the previous record of a year ago. 

From the history of this case we find that the tumor was the 
direct result of tracheotomy, and that its partial disappearance 
was spontaneous. 

It is needless to speak of the satisfaction which was obtained 
from the frequent laryngoscopic examinations by which it could 
be seen that the tumor was becoming smaller week by week. 

These tumors as a result of tracheotomy are now known to be 
not infrequent. They arise as granulations from the wound, more 
often from its superior angle, and protruding into the trachea im- 
pede respiration in proportion to their size. 

They may be detached and thrown out through the wound 
during attempts to remove the tube, or, if the tube has been re- 
moved soon after the tracheotomy, they may manifest their pres- 
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ence by the dyspneea resulting from stenosis:of the trachea, or, as 
in one case related by Dr. Krishaber, they may produce asphyxia 
and death. 

With regard to treatment it may be said that in all cases in 
which it is found that the tube cannot be removed, and the ob- 
stacle to respiration is believed to be in the trachea, search for 
tumors ought to be made by exploration through the tracheotomy 
wound, and the growths, if they exist, should be removed by for- 
ceps, some escharotic being afterward applied to the base from 
which they are torn. 

If the wound has healed laryngoscopic examination is the only 
means by which the cause of the suffocative attacks can be ascer- 
tained, except that if the dyspnoea is almost continuous, is in- 
creased by exertion, and is greater at night than during the day, 
the presumption is in favor of the existence of a tumor. 

The wound being cicatrized one of two methods of treatment 
must be employed; either the wound must be reopened and a 
tube inserted, or the tumors must be destroyed through the 
-mouth, This last is so difficult to accomplish that it is not likely 
to be frequently done, although Dr. Krishaber has succeeded in 
one adult case in thus removing the growth. 


TRANS Cah LOU 
OF THE 
THIRD ANNUAL MEETING 


OF THE 


AMERICAN LARYNGOLOGICAL ASSOCIATION, 


HELD IN THE HALL OF THE COLLEGE OF PHYSICIANS, PHILADELPHIA, 
MAY 9, 10, AND 11,.1881. 


Second day, morning session. 


Discussion on Dr. Glasgow's Paper.* 


Dr. J. O. RoE said that the operation seemed to be merely a 
modification of the method presented by Dr. Weir at the last 
meeting of the Medical Society of the State of New York, the 
essential part of which is the elevation of a portion of the 
mucous membrane over the projecting portion of the cartilage, 
and the division of the septum with the chisel. 

Dr. GLAscow said that the operations were entirely different. 
In the plan he had advocated there was nothing said about the 
elevation of the mucous membrane ; the instrument is introduced 
and a stellate series of incisions made in the cartilage, which is 
then to be crowded back into its proper place. 

Dr. Jarvis said that it is difficult to bring forward any opera- 
tion that will relieve all cases of deviation of the nasal septum, 
since the conditions vary in different cases. He divided the con- 
ditions into three varieties of projection: (1) localized deflection 
of the cartilaginous portion of the septum; (2) a general devia- 
tion of the septum as a whole; and (3) hypertrophic enlargement 
of the tissues overlying the septum ; each of which require a dif- 
ferent treatment. ‘The first form is very commonly met with ; the 
projection may be on either side, but is generally to the left ; it is 
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in the anterior portion of the nostril, and the posterior limit of the 
curve can be seen as distinctly as the anterior. This, like the 
hypertrophic variety, is very easily treated by transfixing with fine 
curved needles (which he had devised for the purpose, and had 
made of different sizes), under which may be passed a fine steel 
wire (about No. 32), and the redundant portion removed with the 
écraseur. The wire must be well annealed, very fine, and of great 
strength. The second variety is more difficult to treat, and it may 
be necessary to operate two or three times, but the curved needle 
and wire will generally accomplish the purpose ; he had been able 
to do this in several instances, 

Dr. SHURLY said that he had always operated in the manner 
referred to by Dr. Roe: dissecting the mucous membrane off with 
a knife and a tenaculum, and chiselling out some pieces of carti- 
lage; then replacing the flap and packing the nasal passage with 
absorbent cotton. The objection is that occasionally ulceration 
results. He believed the operation to be preferable as recom- 
mended by the lecturer. 

Dr. BosworTH said that he had been content with Adam’s 
operations ; the method now proposed merely substitutes a stellate 
cut for the irregular fracture of the cartilage with the forceps; he 
could not see much advantage in the change. He had found 
great difficulty in making the plugs work properly, and was much 
obliged for Dr. Glasgow’s hint about how to keep the plugs in; he 
had been obliged to resort to plugs of cotton, although it had been 
condemned by the authorities, but he had obtained good results. 

Dr. MYNTeErR asked if it would be possible to introduce the for- 
ceps if there was much deviation. It is quite a large instrument ; 
it seemed as if in some cases it would be impossible to use it. 

Dr. Lincoun had performed several operations with the instru- 
ment devised by Dr. Goodwillie ; he had never seen any deformity 
or permanent contraction of the nostril produced by the removal 
of a piece of the cartilage. Even in cases where the chamber re- 
mains obstructed, the perforation in the septum enables the patient 
to draw the air into the anterior portion,.and the sensation of the 
air entering the nostril gives great satisfaction. 

Dr. GoopwiLLig, by invitation (drawing a diagram of the septum 
upon the blackboard), explained that when the septum bends 
sharply over against the inferior turbinated bone, almost as far as 
the vestibule, the result will be a closure of the corresponding 
nostril, and in such cases the septum bends because it has been 
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extended in length as a result of an error in development com- 
mencing early in life. He had found no operation for its relief so 
useful as removal of a small portion of the,bony septum. Of 
course, the object is to get air into the nostril, particularly through 
the inferior meatus, and also to allow of the escape of mucus from 
the nose. The section should be made high up, so that if the 
patient does not get air through one nostril he will through the 
other. The operation should be followed by the use of antiseptic 
plugs, not cotton as had been once referred to. 

Dr. GLascow thought there might be some misconception con- 
cerning his remarks as to the application of the instrument. Dr. 
Mynter did not think that the large blade could be introduced 
where there was occlusion, but the method of application was to 
insert this into the unobstructed nostril; only the small, smooth, 
thin blade is passed into the affected side. In regard to ulcera- 
tion and scabbing, after the operation in a certain class of cases, 
this would occur. He referred to those of a strumous character. 

In regard to Dr. Jarvis’ operation, in which tissue is removed, 
he believed that any operation in which tissue is separated and re- 
placed is better than one where it is destroyed. In Adam’s opera- 
tion there is a crushing or breaking of the cartilage; in the one he 
proposed a clear cut is substituted. If inflammatory thickening 
would be expected to follow any operation, he thought that it 
would be more likely to follow Adam’s method than the one rec- 
ommended in his paper. 


Discussion on Dr. Seiler’s Paper.* 


Dr. LANGMAID said that the paper just read contained some in- 
teresting and important points which, prior to discussion, required 
time for consideration. With regard to the experiments alluded 
to as made with the phonograph, they had been detailed before ; 
they require, in order that they may be made useful for compari- 
son, that in the different experiments the same pitch be preserved, 
and the greatest care observed that no distortion in the pronounc- 
ing of vowel sounds should occur. We know very well that 
double vowels are not true diphthongs, but that in them one vowel 
sound is followed by another different diminishing one ; the pri- 
mary vowel should not be affected in its pronunciation by the 
diminishing vowel. In speech the stress is generally upon the first 
vowel sound, and much less upon the latter one. 


* See page 24, 
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Dr. JOHNSON enquired into the method of the production of the 
falsetto voice. 

Dr. SEILER, in reply, said that Dr. Langmaid had misunderstood 
him in regard to his experiments; they had not been made with 
the phonograph, but with the telephone, which reproduced every 
accent perfectly. It is true that diphthongs are a succession of 
vowel sounds, and not a combined sound; but there are sounds 
which are not double, but modified vowel sounds, such as differ- 
ent modes of pronouncing @h, 00, ou, etc., modifications difficult 
for uneducated ears to detect sometimes, but which are perfectly 
manifest to a musical ear. For instance, in pronouncing the 
vowel @ with the mouth open, there is no interference with the 
sound-wave, but if we change the shape of the mouth, we ob- 
struct the wave, and get a modified sound. ‘This is what was 
meant by the effect of singing in modifying the vowel sounds. 

With regard to the production of the falsetto voice, the subject 
was discussed at the last meeting of the Association. The speaker 
holds that it is produced by the vibration of the free edges of the 
tense vocal cords as an effect of the contraction of the posterior 
crico-arytenoid muscles and the thyro-arytenoids. He had no- 
ticed a peculiar failing in the head notes in singing the falsetto 
voice, so that persons were obliged to give it up after being accus- 
tomed to it for several years. 

Dr. KNIGHT inquired in regard to the production of modified 
vowel sounds where there was not a change in the shape of the 
mouth cavity. 

Dr. SEILER replied that there is an adaptation of the shape of 
the mouth cavity to the successive changes in sound, made with 
great rapidity ; and it is wonderful to notice the facility and accu- 
racy with which this is almost unconsciously performed. 

He asked and obtained permission to present for examination a 
modification of a galvano-cautery instrument, which was peculiar 
in being insulated by a substance called vulcanized fibre, made of 
Vulcanized rubber and paper. It answered excellently for the 
purposes of insulation, being unaffected by heat and very du- 
rable. 


Second day—A fternoon session. 
Discussion on Dr. Roe’s paper.* 


Dr. Etsperc said that he had seen the case referred to, and 
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had had the opportunity of seeing two other cases of this peculiar 
laryngeal whistling. He was glad to learn that the later observa- 
tions of the reporter had led him to agree with the opinion as re- 
gards the mode of production of laryngeal whistling, which the 
speaker had formed when he first saw the case. 


Discussion on Dr. Lefferts’ Paper.* 


Dr. SHURLY inquired whether the lecturer always removes 
more than the projecting part of the tonsil. 

Dr, Lerrerts replied that he always did. 

Dr. SHURLY said that he only removed the projecting portion 
of the tonsil, or the part in advance of the palato-glossal fold. 
He recalled a case of a little girl in which he had removed more 
than this, and as it was followed by severe hemorrhage requiring 
ligatures, he believed that the bleeding had been caused by re- 
moving too much. In removing the hypertrophied tonsils he pre- 
fers the tonsillotome, and very rarely uses the bistoury. 

Dr. Harrison ALLEN had for a long time given up the use 
both of the bistoury and the tonsillotome in the treatment of en- 
larged tonsils, very largely on account of this risk of hemorrhage. 
He belonged to the class of timid operators in such cases, and 
thought that it would be very little consolation to a patient whose 
carotid artery required ligation to be told that this was a very rare 
accident. 

He believed that equally satisfactory results could be obtained 
by the use of the galvano-cautery as with the cutting operation, 
and without the risk of bleeding. It requires several sittings to 
remove the gland by this latter means. 

A great cause of hemorrhage after section is the wounding of a 
very vascular portion of mucous membrane, partly overlying the 
tonsil, which he had, therefore, in 1873 called the “ opercular 
fold,” which cannot be avoided in using the tonsillotome. In his 
own practice he never attempted to remove a large portion of the 
gland, but merely enough to permit free passage of air in breath- 
ing; but in the last few years it had been his custom to treat them 
all without any cutting operation. 

Dr. ELsBerG spoke of the frequency with which the subject of 
tonsillotomy is brought up for discussion, and the remarkable 
want of unanimity expressed in regard to methods of treatment, 
how much or how little should be removed, whether by bistoury, 
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guillotine, or caustic, etc. The question was brought before the 
International Laryngological Congress, at Milan, by Dr. Capart, 
of Brussels.* It was there discussed by men of great experience, 
and some, who ordinarily do not shrink from any surgical opera- 
tion, avowed their unwillingness to apply any sharp instrument to 
an enlarged tonsil. A number of deaths by hemorrhage from 
tonsillotomy were reported, and such men as Schnitzler, of 
Vienna, Schmidt, of Frankfort, Michel, of Cologne, and others 
equally eminent, said that they never, under any circumstances, 
cut an enlarged tonsil. The speaker said he had removed tonsils 
over eleven thousand times; most of these were cut. Fortu- 
nately he had never had a fatal hemorrhage, but he had had two 
cases in which he feared it would be necessary to tie the carotid, 
and every thing was prepared for such an operation; also several 
which were quite dangerous, and blanched the patients (and, in- 
deed, his own cheeks) before the hemorrhage could be controlled ; 
and altogether perhaps ten very serious cases of profuse and per- 
sistent bleeding, which required vigorous treatment,—pressure, 
with astringents, such as powdered alum in a finger-like bag, ice, 
ere. ete; and there is a French instrument for making direct 
compression of the tonsil, one blade pressing against the tonsil, 
and the other outside, which he had found very efficient. Al- 
though, as a rule, the bleeding following tonsillotomy was not 
alarming, and required nothing more than cold water, or a little 
ice and an astringent solution to stop it, nevertheless as to the 
occasional occurrence of serious hemorrhage—but exceptionally 
only—his larger experience corroborated the conclusions arrived 
at by Dr. Lefferts from his five hundred cases ; and he would add 
that no one should ever cut a tonsil, by any method, without 
being prepared for subsequent hemorrhage. 

Then, having enquired whether he had correctly understood 
Dr. Lefferts to state that no death had ever occurred after the use 
of the tonsillotome, and being assured that he had, Dr. Elsberg 
said that this statement must be changed, for several of the deaths 
reported in Milan, and probably others, had been of this kind. 
By far the largest number of all his own operations have been 
made with the tonsillotome, and he has devised several practical 
modifications of that instrument to suit individual cases, and to 
give the surgeon more control over the operation. But in cases 
in which he had beforehand been afraid of hemorrhage, he had 
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not used the tonsillotome, but had either enucleated, or else had 
amputated, by means of a chain ecraseur, made either in Vienna 
or in Berlin, he did not know which. Many persons might sup- 
pose that the tonsillotome acts like the ecraseur, but this was a 
mistake. The tonsillotome usually cuts through the tissues like 
a knife, and he believed that we would be more likely to have a 
fatal hemorrhage from such a blind cut, in one plane, of whatever 
was caught in its opening, than from the careful dissection of 
tissues, in the pabete line and to the amount required, with a 
knife in the surgeon’s hand. 

The palato-glossal fold has been iste referred 10 by. Drs. 
Lefferts and Allen as a source of bleeding. Now, this fold is 
sometimes found firmly attached to or grown over the tonsil, and 
in such a case, even if the fold be first detached by probe or 
knife, hemorrhage can hardly be avoided in the removal of the 
tonsil with the guillotine. Altogether, he would say what he had 
said at Milan, that he believed that a good deal of the hemorrhage 
sometimes is caused by the way the operation has been performed. 
If, for instance, you cut through the turgid swollen tissue of an 
enlarged tonsil with the tonsillotome, you are more apt to have 
immoderate hemorrhage than if you select your points of discis- 
sion with the bistoury. In some cases enucleation of the tonsil 
by traction and torsion with finger, or his tonsil forceps, avoided 
hemorrhage, and was the proper way to do the operation; the 
gland was imbedded in an amount of connective tissue which 
separated it from the parts below. Sometimes, by a careful dis- 
section, you are enabled to remove the tonsil without the bleed- 
ing that would otherwise be caused. The operation by either 
method seldom requires more than a few seconds. Whenever 
applicable, the bistoury is to be preferred, as a more surgical in- 
strument, to the tonsillotome, which substitutes the unvarying, 
straight guillotine-cut of a mechanical contrivance for the prede- 
termined, perhaps curvilinear, cut of the skilful operator. 

Dr. LINCOLN thought that no rule could be laid down which 
would cover all operations ; some surgeons believe that the tonsils 
can best be removed by the bistoury, others by the tonsillotome, 
others by different methods. But in regard to the relative merits 
of the bistoury and tonsillotome, he thought that, when the tonsil 
is of such a shape that it can be readily grasped by the tonsillo- 
tome, with this instrument there is less liability to hemorrhage 
than with the bistoury, because the tonsillotome divides the vessels 
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less cleanly than the bistoury. In performing the operation he is 
in the habit of separating the anterior faucial fold from the tonsil 
by a probe, and believes that by so doing he had escaped dividing 
it,and consequently had much less bleeding, and had also avoided 
the subsequent sore throat caused by this open wound, 

The age of the patient should also be taken into consideration 
in selecting the proper operation. He had observed that at 
puberty hypertrophied tonsils are apt to atrophy, and the removal 
of a very small portion may be followed by complete disappear- 
ance of the growth. | 

The tonsil can be removed thoroughly, effectively, and without 
danger by the application of Vienna paste in from three to seven 
sittings ; even a very large tonsil will rarely require more. The 
pain and soreness by this method are comparatively slight. 
There is almost no inconvenience attending it when skilfully ap- 
plied, possibly less than with the galvano-cautery. Over excision, 
it has the great advantage of being entirely free from danger of 
hemorrhage. 

Dr, EtsBEerc did not wish to be put upon record as advocating 
only one plan of treatment for all cases of enlarged tonsils that 
are to be removed. He sometimes uses London paste or chromic 
acid, sometimes galvano-cautery, of which he spoke very highly 
except that it is tedious ; he has used electrolysis, and oftener the 
écraseur ; but of late years he has more frequently removed the 
tonsil with a bistoury than with a tonsillotome, except in the case 
of children, for whom he prefers the latter instrument, and when 
he uses an anesthetic, as he sometimes, though seldom, does. 

In commenting upon Dr. Allen’s recommendation to remove 
just enough to permit the passage of air, he said he had in his 
own practice generally removed more. 

Dr. WAGNER said that, after having operated hundreds of 
times, he had never seen a case where it was necessary to apply 
astringents after tonsillotomy, much less to institute measures for 
active hemorrhage. In the preceding six weeks he had operated 
sixteen times, without any.bad results. He always uses the 
guillotine in preference to the bistoury ; he believes that it acts by 
pressure closing the smaller vessels of the enlarged gland, just like 
the écraseur, for by the crushing or torsion the bleeding is arrested. 
In cases where annoying or serious hemorrhage results, it will 
generally be found that the bistoury has been used. 

As regards local treatment in place of tonsillotomy, he had ap- 
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plied all kinds of caustics and astringents without the slightest 
benefit, and he now refuses to take charge of a case unless he has 
obtained full authority to proceed as he thinks best. 

Dr. JOHNSON does not now perform the operation so frequently 
as he did some years ago, when it was the fashion to remove all 
enlarged tonsils. Whena case is presented in a child in which 
the enlarged glands give little inconvenience, he now advises the 
parents to wait, as they are likely to atrophy at puberty. After 
this age, especially if there is interference with breathing and 
much encroachment upon the faucial space, he operates using the 
tonsillotome or galvano-cautery. 

He had seen dangerous bleeding only in one case, and that had 
followed the use of the bistoury. He believed the galvano-cautery 
to be without such danger, but it is more tedious, requiring several 
sittings, which makes it difficult of application to children. He 
believed with the previous speaker that the danger of hemorrhage 
is very much less than was feared. 

Dr. HARTMAN had seen many cases, preferred the tonsillotome, 
and removed only what was absolutely necessary to allow breath- 
ing ; when hemorrhage occurred it followed removal of a greater 
portion of the gland. He used Mackenzie’s instrument, and con- 
demned those tonsillotomes which are furnished with hooks which 
draw the tonsil through the ring while cutting; such instruments 
are dangerous and likely to cause hemorrhage. If the patient is 
tractable the bistoury may possibly be equally efficient. He did 
not consider the tonsillotome purely mechanical in its operation, 
as it required judgment and skill in its application ; he did believe 
that it facilitated the operation and rendered it safer. 

Dr. ELSBERG, in reply to a question from Dr. Glasgow, replied 
that the effect upon the singing voice of removing hypertrophied 
tonsils was a very good one. 

Dr. Harrison ALLEN inquired what effect, if any, the operation 
would have (leaving, as it does, open wounds in the throat) upon 
the communication of diseases such as diphtheria. 

Dr, LEFFERTS in conclusion said that questions had been raised 
of great interest and importance in the discussion ; some, however, 
very wide of the object of the paper. In reply to the last speaker 
he would say that in one case, where both tonsils were immensely 
enlarged, causing great dyspnoea and covered with diphtheritic de- 
posit, he had not hesitated to remove the tonsils; the wound was 
afterward covered with membrane. In another case, with local 
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syphilitic patches, he had likewise operated upon enlarged tonsils 
to relieve dyspnoea. But to answer the question—in such instances 
we substitute a lesser danger for a greater. 

He differed with some and agreed with others of his colleagues 
in their views, specially as to how much of the tonsil to remove. 
He was decidedly of the opinion that if we take away a little slice 
of the gland we do no good whatever; but, on the other hand, it 
has been said that if we remove more we get hemorrhage! Too 
often this fact is applied as a sop to the conscience of timid 
operators, and as an excuse for an incomplete operation. Now, 
how far shall we cut? If we only remove, as has been said by 
Dr. Allen, enough to allow a small chink between the uvula and 
tonsil, it is not enough. We should cut down to the line, or just 
below the pillars of the fauces; but, on the other hand, we should 
not enucleate. The operation should be done with the tonsillo- 
tome ; with the bistoury there is greater risk of hemorrhage. 

He condemned the use of the persulphate of iron as a styptic, as 
it covered up the bleeding parts with a thick, black crust, obscur- 
ing them, and was much inferior in results to pressure and torsion. 
He also questioned the utility of the galvano-cautery, especially 
pointing out the difficulties in the case of a struggling child, who 
could scarcely, under the circumstances, be induced to have a 
second sitting ; for himself he would prefer the quicker and less 
painful operation with the tonsillotome, one which caused less 
subsequent irritation and sore throat, and what he would prefer 
for himself he would choose for his patients. There are cases, 
however, in which, for reasons that need not be entered into now, 
the tonsillotome cannot be used; he would restrict the knife to 
such cases. In young children the knife is out of the question. 

In conclusion, although not wishing to act the part of an alarm- 
ist, he had tried in the paper to show that the operation is followed, 
in a certain proportion of cases by results more or less serious ; 
and he therefore insisted upon the recognition of the fact he had 
raised. Let there not be an undue dread of the operation ; but, 
on the other hand, it should not be considered as trivial, as taught 
by the books ; the true course lies between the two extremes. In 
a certain number of cases there will be hemorrhage ; how best to 
be prepared for this accident he had endeavored to point out, and 
to indicate the rational treatment. 
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DEATH OF DR. DAVID FOULS. 


Too soon after the death or Drs. Waldenburg and Mandl, laryngology has 
sustained another loss. 

A very wide circle of medical men, both at home and abroad, will read with 
profound regret of the untimely and unexpected death of Dr. David Foulis, a 
valuable member of the staff of these ARCHIVES, and on more than one occa- 
sion a contributor to its pages. The type of an earnest and devoted worker in 
his profession, a true gentleman, and an honest friend, his death will leave a 
blank in many hearts that will be difficult to fill. To those of us who had so 
recently had the pleasure of meeting and hearing him at the London Congress 
as he ably discussed the question of Extirpation of the Larynx, a subject 
with which his name has justly become identified, his death comes with a start- 
ling and painful suddenness. But such a death is indeed a victory, a noble 
ending to a noble professional life. He has fallen, as the true soldier falls, 
fighting in the ranks—the victim of a virulent diphtheria, contracted from a 
little patient upon whom he had operated—and falling, will not be forgotten. 


His name still lives in the enviable record of his services. GoM. Lb. 


‘CARCHIVIL ITALIANI DI LARINGOLOGIA.”’ 


During the meeting of the First International Laryngologicai Congress in Milan 
we had the opportunity of informing ourselves of the ardor and success with 
which our specialty is cultivated in “the land of song.” We now welcome 
with great pleasure the ITALIAN ARCHIVES OF LARYNGOLOGY, a new quarterly 
journal, established by our own Collaborator, Dr. Massei of Naples, with the 
assistance of Dr. Masucci and Profs. Caselli, Cervesato, Clemente, Fasano, 
Fazio, Frua, Grazzi, Labus, Margary, Morra, Ruggi, Urbino, and Zawerthal. 


Our readers will recognize most of these names as having already appeared in 
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our pages, and judging from the contents of the two numbers hitherto published, 
the ITALIAN ARCHIVES will be a very worthy exponent of our science and 


art. 


THE LANCET AND THE STUDY OF LARYNGOLOGY. 


The London Lancet, in a recent editorial article (Sept. 24, 1881), after call- 
ing attention to the unsatisfactory state in which the specialty of Laryngology 
exists in England, says that the improvements required are, first and foremost, 
better provision for teaching students. As much pains and care should be 
taken in teaching the pathology, diagnosis, and treatment of the diseases of the 
larynx as of the eye or ear. In these latter cases appointment to the charge of 
the special clinical department of a hospital is never a mere matter of rotation, 
neither ought it to be in the former, but special fitness and experience should be 
imperatively required. Following upon this must come compulsory learning of 
laryngology as tested by practical examination. Our students ought to leave the 
hospitals as well able to diagnose a chronic laryngitis as disease of the mitral 
valve, stone in the bladder, or glaucoma; and although the more difficult oper- 
ations in the throat will probably always remain in the hands of those specially 
skilled in their performance, as is the case in other regions and diseases, every 
practitioner ought to be able to make applications to the larynx as readily as he 
can wash out a bladder or syringe an ear. It may be urged that the time at the 
disposal of the student is but short, and is already too crowded to permit of add- 
ing another study. The plea is in part honest and true; medical science has 
grown faster than the mental capacity of medica] students, and the statutory 
four years no longer suffice for mastering thoroughly the common knowledge of 
the schools. But if this be so, it affords no justification for the exclusion of a 
necessary branch of study; the time must be found by lengthening the curric- 


ulum. 


INDEX MEDICUS. 


We feel impelled to call the attention of our readers to the excellent monthly 
classified record of the current medical literature of the world, which under the 
title ‘‘ Index Medicus ” has been published by Mr. F. Leypoldt, 13 Park Row, 
New York, for three years. The support given it by the medical profession 
hitherto has not been sufficient to defray its cost, and unless immediately in- 
creased this valuable publication must be suspended. Having aided the pub- 
lication ourselves to the best of our ability, and deeming its discontinuance an 
irreparable loss to all interested in current medical literature, we take the 
liberty of urging its claims to support upon all our readers who are not already 


subscribers. 
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NAS 2 Ole YE E: 


THEIR REMOVAL BY EVULSION, ABSCISSION, OR ELECTRIC 
CAUTERY, 


By MORELL MACKENZIE, M.D., 


LONDON. 


ale. removal of nasal polypi has attracted attention 
from the earliest times, and it is curious that the first 
treatment recommended,’ viz., evulsion with sponge attached 
to a piece of string passed through the nose and brought out 
by the mouth, is the method advised by the latest writer’ 
on the subject, as a method occasionally worthy of adoption. 

From the first to the thirteenth century nasal polypi were 
treated either with the hot iron or the knife, and it was not 
till the middle of the thirteenth century that William of 
Salicet * recommended their evulsion by blunt forceps, nor 
till several centuries later that Fabricius* of Aquapendente 
advised abscission by cutting forceps. Rather more than two 
centuries later still, Robertson *® applied the principle of the 
snare to the removal of nasal polypi, though Levret* had 
previously invented several ingenious instruments: for liga- 
turing polypi. Robertson’s instrument is the prototype of 
that which now bears the name of Hilton. The irony of the 





1 Hippocrates: ‘‘De Morbis,” Lib. ii. Vol. vii, No. 51, Littré’s edition. 
Paris, 1851. 

? Voltolini: ‘‘ Operation der Nasenpolypen mittelst des Schwammes.” Se- 
parat-Abdruck aus der Monatschr. fiir Ohrenhetlkunde, 1882, No. I. 

 «* Chirurgia Guilielmi de Saliceto,” Lib. 1, cxvii, p. 308. Venetiis, MDXLVI. 


*«« Operat. Chirurg.” in ‘‘ Opera Chirurgica.” Lugd. Batavorum, 1723, p. 438, 
et seq. 


° Edin. Medical and Surgical Journal, 1805, vol. 1, p. 410. 
° «Obs. sur la cure radicale de plusieurs polypes.” Paris, 3me ed., 1771, 
Pp. 214, ef seq. 
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fate of inventions is indeed shown in this little instrument, 
for Robertson’s nasal snare is acknowledged by Wilde* to 
be the instrument on which he modelled his aural snare, 
while Hilton, unaware of the original use of the appliance, 
modified Wilde’s instrument so that it might be used: for 
the nose! 

The application of electric cautery to the removal of nasal 
polypi was first made by Middeldorpf,? and subsequently 
brought to perfection by Voltolini.* This method has since 
been somewhat extensively applied. One of the questions 
which I venture to predict will be largely debated during 
the next few years, is the relative merits of these various 
methods. In questions which can only be solved by the 
employment of special means of investigation, such as those 
involving laryngoscopy and rhinoscopy, no doubt the spe- 
Cialist’s views are entitled to greater consideration than 
those of the ordinary hospital surgeon, but nasal polypi are 
so easily seen and treated without the use of any elaborate 
technical method, that it appears to me that in this case we 
all enjoy an equally good base of observation. 

The primary question to be considered is of course which 
treatment effects the most complete cure, z. ¢., effects the 
removal of the growth and is least frequently followed by 
recurrence. The subsidiary questions involved in the rela- 
tive merits of the operation, are first, the amount of pain 
which each operation causes, and secondly, the length of 
time required for carrying out each method. 

Evulsion with blunt forceps is no doubt the most com- 
monly adopted method. It is generally pursued by most 
of our hospital surgeons, and is almost universally recom- 
mended in our text-books. (Erichsen, Gant, Bryrant, Fer- 
gusson, Gross, Hueter, Albert, and Duplay.) On the other 
hand, some of the leading specialists speak in the strongest 
terms against it. 

Voltolini*® says: “In late years the use of the forceps has 
superseded all other instruments, and as the result of its 

* Dublin Medical Journal, vol. xxiv, No. 72, 1844, p. 437. 

2 “Die Galvanokaustik.” Breslau, 1854. 


*«* Die Anwendung der Galvano caustik,”’ 1871. 
* OD. Cie, Ds 2A3- 
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employment severe mutilations are frequently seen in the 
nose. Many distinguished surgeons admit that evulsion 
with forceps is one of the most brutal and disagreeable 
Operations, * ~~) * “The forceps’ blindly” introduced 
tear away or injure every thing that comes in the way, 
whether it is healthy or diseased, soft or hard (turbi- 
nated bones, nasal septum).”  Voltolini subsequently 
states “that polypi grow most frequently from the upper 
portion of the nasal septum, although it cannot be denied 
that they also spring from the turbinated bones.” This 
statement of Voltolini is so opposed to that of all other 
observers, there being only very few authentic cases of 
polypus springing from the septum in the entire medical lit- 
erature of the world, that it drminishes the importance of 
his inferences. In speaking of the force used he observes 
that ‘‘in operations with forceps the greatest force has to 
be used in some cases, in fact one has to pull ‘as it were for 
life’ in order to get away the polypus.” 

Michel* states that “‘as the result of operations by others 
with forceps he has seen luxation of the cartilaginous sep- 
tum, fracture of the bones, removal of portions of the tur- 
binated bones, circumstances which increase the sufferings 
of the patients and render the operation quite horrible.” 

Zaufal* in recommending the snare says that he hopes 
“to render utterly impossible in the future, the obsolete 
barbarous forceps-operation so unworthy of modern 
surgery.” 

In opposition to these views Albert * observes that “in 
late years his method (the operation by forceps) has been 
condemned as brutal, painful, and inefficient. There is no 
doubt that it can be performed brutally by rough or clumsy 
hands, but the conservative surgeon does not grope blindly 
in the nasal cavity ; on the contrary he places the patient in 
a proper position, makes use of a nasal speculum, and care- 
fully selecting forceps suitable as regards the size and situ- 


1<«*« Die Krankheiten der Nasenhéhle und des Nasenrachenraumes,” Berlin, 
1876. 

2*« Uber de allgemeine Verwendbarkeit der kalten Drahtschlinge,” etc. 
Prag, 1878. See preface. 

$ Albert : ‘‘ Lehrbuch der Chirurgie,” 1 Band, p. 305. Wien u. Leipzig, 1881. 
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ation of the polyp, he seizes it by its pedicle and extracts 
it by gentle rotatory movements.” Further on he observes 
that “the hostility to the old universally practised method 
(evulsion by forceps) is merely the outcome of the elaborate 
method of the specialist,” the object of which can be easily 
understood. 

It is curious that the principal objection urged by Vol- 
tolini, Michel, and others against the practice of evulsion, 
viz.; the. removal of a portion of ‘one of the turbinated 
bones, is considered a special ground of recommendation of 
the forceps by those who use these instruments. So long 
ago as the early part of the seventeenth century Valsalva’ 
recommended the practice of removing with the polypus 
the lamella of bone from which it springs, with the view of 
preventing the recurrence of the growth. In our own time 
the two leading conservative surgeons, Fergusson* and Piro- 
‘goff,*® have advocated the same treatment. I may add that 
I have myself frequently removed portions of the turbi- 
nated bones without seeing any evil result follow, and it 
appears to me extremely doubtful whether any bad effect 
could result from the removal of a portion of one of the 
turbinated bones. 

In young subjects general atrophy of the whole of these 
bones is no doubt present in ozena, and it is highly prob- 
able, as Zaufal insists, that there is a causal relation. be- 
tween the ozena and the atrophy, but polypus does not 
occur in children, and hence in this connection such sub- 
jects are excluded from consideration. 

The question, then, which we have before us is whether 
the absolute integrity of the turbinated bones is essential 
to health? It is well known that in the horse these bones 
are very much developed, and that with their coverings 
they shut off to a great extent the large cavities of the nos- 
trils from the nasal passages, and thus prevent the entrance 
of foreign bodies. Again, every student of natural history 

* Morgagni: ‘De sedibus et causis morborum,” Epist. xiv, Sect, 19, 20. 
Padua, 1760. 


*I have often heard the late Sir William Fergusson remark that one could 
never feel sure of the complete removal of the polypus- unless a portion of the 
bone was taken with it. 


* Klin, Chirurgie, 3tes Heft, S. 74, Leipzig, 1854. 
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is familiar with the fact that it is by means of its enor- 
mously developed and movable turbinated structure that 
the whale is able to retain the air in its lungs under the 
pressure of many thousand fathoms of water. It has yet 
to be shown, however, that in adult man the turbinated 
bones are any thing more than rudimentary appendages. 


The facts, that the nose is the natural channel for respira- * 


tion, and that in the case of infants respiration can alone 
be carried on through the nose, have no direct bearing on 
the function of the turbinated bones, which, in the case of 
infants, are in a very rudimentary condition. It is possible 
that by inspiring through the nose, the air may be slightly 
warmed before reaching the lungs, but bearing in mind that 
on an average fifteen inspirations are taken every minute, 
and accepting 50° Fahr. as the average temperature of the 
air, it will be at once obvious that a large volume of air 
passing through the nose can be but little warmed in pass- 
ing quickly over mucous membrane containing blood at a 
temperature of 96°. The real importance of nasal inspira- 
tion probably consists in its exclusion of the irritating mat- 
ters contained in the air, which, if they elude the vibrissz, 
are likely to become deposited in the nasal passages, and are 
thus prevented entering the lungs. But if, taking into con- 
sideration the purely histological character of the vascular 
system in connection with the turbinated bones, as first 
pointed out by Kohlrausch,’ and subsequently confirmed by 
Voltolini,” the physiological importance of these structures 
is conceded, it does not follow that the removal of a portion 
of one of them would be attended with any unfavorable re- 
sults. I will go further, however, and do not hesitate to 
assert that there are some polypi which, from their anatomi- 
cal situation, cannot be removed except after a portion of a 
turbinated bone has been previously taken away, or unless 
the bone is removed with the growth. Any one who will 
take the trouble to look at a transverse vertical section of 
the nose in Hirschfeld’s* work, and will imagine a polypus 
1 Miller's Archiv, 1853, p. 149. 


* Monatschrift fiir Ohrenhetlkunde, No. 44, 1877. 


3 «« Traité et Iconographie du systeme nerveux.” Paris, 1866, Atlas, plate 
87, fig. 4 and 5. 
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srowing between the inner surface of the middle or lower 
turbinated bone and the outer wall of the nose, will be at 
once convinced that only by the removal of the bone could 
such a polypus be eradicated. 

The arguments used against evulsion were, no doubt, not 
without weight in the olden times when the surgeon oper- 
ated blindly, but now that “the eye directs the hand” the 
use of blunt forceps appears to me to be attended with lit- 
tle risk, and the evulsion of the growths is certainly less 
liable to be followed by recurrence than when simple abscis- 
sion is practised either with the snare or cutting forceps. 
As regards the subsidiary questions, viz.: (1) the painful 
character of the operation, and (2) the length of time neces- 
sary for the removal of the growths, a few remarks are 
called for. Evulsion with forceps is certainly a very painful 
operation; far more painful than either abscission or elec- 
tric cautery. For this reason I now seldom practise evul- 
sion. The treatment is, however, undoubtedly a rapid one, 
probably more rapid than abscission with the cold snare, 
and certainly more rapid than when a case is treated solely 
by electric: cautery. “ihe duration of time required: tor 
treatment is not a matter of such extreme unimportance as 
some writers would make it. Patients have frequently come 
to me on their way to India or to distant colonies, who 
could not possibly stay more than a few days in town, and 
here celerity of cure was a matter of prime consideration. 
Other operators have no doubt been called upon to treat 
cases under similar circumstances. The ease with which 
evulsion can be performed is no doubt also great recom- 
mendation. Many cases occur in the country where it is 
impossible to get the treatment carried out either by a spe- 
cialist or hospital surgeon, and the general practitioner will 
find that with a Frankel’s speculum and an ordinary pair of 
nasal forceps he can often get away the polypus. Of course 
only moderate force should be used. Here I may call at- 
tention to the very ingenious forceps lately invented by Dr. 
George Stoker, of London, for carrying out evulsion in the 
most perfect manner. The instrument consists of fine for- 
ceps fixed to a wooden handle at an angle of 45°. When 
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the growth has been seized by its base the horizontal por- 
tion of the instrument is pulled back from the groove in 
which it les and can then be rotated whilst the handle re- 
mains firm. 

ABSCISSION can be practised either by means of a snare 
guillotine or cutting forceps. It is unnecessary to describe 
here the various snares which have been invented since the 
time of Robertson. Haillton’s instrument, once considerably 
in vogue, has been almost completely superseded by Blake’s 
modification. 

I have myself had several instruments made which are 
more less modifications of Blake’s, and I hope to bring 
them under the notice of the profession at an early date. I 
would also specially call attention to the very useful instru- 
ment of Jarvis, of New York, which is especially serviceable 
where growths situated near the posterior part of the nasal 
passages hang into the naso-pharyngeal cavity. I may add 
that Dr. Jarvis’ instrument has been lately modified and 
improved by my assistant, Dr. Bettman, of Cincinnati. 
Phough tor several years (irom 1375 to 138738) 1) used the 
snare almost exclusively, I have latterly employed a kind of 
long slender punch-forceps. The blades are placed at an 
angle of 45° to the handles, and can therefore be used 
without obstructing the field of vision. 

Abscission whether practised with the snare or cutting 
forceps causes scarcely any pain. If, however, the growths 
are very numerous it is difficult to effect as muchat a single 
sitting with either of these instruments as can be accom- 
plished with blunt forceps. 

ELECTRIC CAUTERY may be carried out either by means 
of wire loops or with bulb-pointed electrodes. The hot 
snare, however, offers little or no advantage over the cold 
instrument. As regards the question of pain and duration 
of treatment there issome difference of opinion. Voltolini 
states that one of his patients who had previously suffered 
from the use of the forceps exclaimed, after being operated 
on by electne cautery, “lam inheaven?” If a moderate- 
sized hot point is inserted into a polypus it is true it is 
scarcely felt, but if the base of a growth is adequately 
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treated with the hot wire the exclamation of the patient 
does not, as a rule, accurately correspond to that of Volto- 
lini’s patient. If there are several polypi, eradication cannot 
be so quickly effected as by means of evulsion. 

In conclusion | may mention that the mode of treatment 
which I generally adopt is to remove the polypi with my 
punch-forceps and then to apply electric cautery to the base 
of the growths. , This method will generally succeed in ef- 
fecting a rapid cure, but when recurrence repeatedly takes 
place if the growth springs from one of the turbinated 
bones, I remove the portion of the bone from which the 
polypus originates by means of a special instrument which 
I have devised for the purpose. It consists of fine hollow 
forceps having toothed edges on one side and smooth 
edges on the other,’ whilst between the two a sharp cutting 
blade can be rammed down. The portion of the turbinated 
bone required to be removed is seized by the forceps, the 
smooth blade being on the outer side. The knife is then 
pushed home and the portion of the bone easily removed. 
I wish it to be understood, however, that though I consider 
the removal of a portion of one of the turbinated bones 
perfectly harmless, I regard it as an operation rarely re- 
quired. 








*If both blades of the forceps have cutting teeth the instrument cannot be 
easily removed after the bone has been cut through, hence a separate instru- 
ment is required for each side of the nose. 


REMOVAL OF FHYPEKTROPHIED LURBINATED 
TISSUES BY ECRASEMENT WITH THE 
COLD Wik E. 


By WM. C. JARVIS, M.D., 


NEW YORK. 


HAVE selected two cases of posterior turbinated 

hypertrophy and one of anterior hypertrophy from a 

number of the kind, as best illustrating certain points to be 
fully considered in my conclusions. 

The écraseur used by me to remove these growths was 
shown to the American Laryngological Association in 1880. 
A description of the instrument, with the method of using 
it, can also be found in articles written upon the operation 
by WDoetors Bosworth, of N. V.; Seiler, of Philadelphia, 
Knight, of Boston, and French, of Brooklyn. 


CasE 1.—Thomas S., aged 35, an engineer by trade, came into 
my hands for treatment, at the Bellevue throat clinic, after having 
visited dispensaries in this and other cities. According to his state- 
ment, he had contracted a chronic nasal catarrh from exposure in 
the late war. He had not breathed through his nose for fifteen 
years, nor was he able to distinguish odors. Hearing was de- 
fective, and had been so for many years. His wife said her 
husband was subject to fits of choking which came on when he 
was asleep, and gave her much alarm, making it necessary for her 
to arouse him. 


On examining the patient’s nose I discovered a large 
number of gelatinous polyps impacted in both nasal fosse. 
Posterior rhinoscopy revealed a mass of hypertrophied tur- 
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binated tissue reaching up toward the vault of the pharynx 
and projecting far beyond the soft palate. They were 
larger ‘than any I had ever before\ or have -smee seen. 
Their color was somewhat lighter than that of the surround- 
ing mucous membrane. The pharyngeal orifices of the 
F.ustachian tubes were completely concealed by the hyper- 
trophied tissues. 

I removed the gelatinous polyps from both sides of the 
nose, using the écraseur. The patient was thus enabled to 
expel a small amount of mucus from the nostrils. On ac- 
count of the irritability of his soft palate, it was necessary 
to tie up the velum with narrow elastic tapes, in order to 
obtain an extended view of the posterior nares. 

I then snared a post-inferior turbinated hypertrophy oc- 
cupying the left postnasal opening, and drew the wire loop 
tightly around the growth. The rubber bands were then 
divided, a small sponge being attached to the left one. This 
sponge, well saturated with an astringent, was drawn behind 
the soft palate against the growth, leaving the tape hanging 
from the anterior nares. The hypertrophy was then severed 
by the wire, more than an hour being occupied in its division. 
Traction being then made on the tape, the divided tissue was 
drawn out in front of the sponge. Only a few drops of blood 
were lost, and the patient said there was but little pain. 

The hypertrophy occupying the right postnasal opening 
was removed like the first one, only its large size would not 
permit its passage through the nose. It was, however, 
hawked up by the patient, who upto that time was sure the 
operation had proved a failure, which was also the opinion 
of the two physicians who assisted me. 

The result of this operation was a complete re-establish- 
ment of nasal respiration, thus enabling the patient to dis- 
tinguish odors. The difficulty in his hearing was im- 
mediately remedied, it being unnecessary to elevate the 
voice whilst conversing with him. 

I no longer use the styptic sponge as a precautionary 
measure to prevent hemorrhage in this operation, but would 
not hesitate to employit in removing large postnasal fibroid 
tumors by the same method. 
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The patient returned several months afterward, with the 
statement that he had enjoyed a long immunity from his 
old troubles, but now complained of the slow return of the 
gelatinoid polypi, which I had warned him would be likely 
to Occur, 


Case 2.—S. H., aged 53 years, was sent to me from Ohio, Jan., 
1882. He gave the history of a long-existing nasal catarrh, accom- 
panied by a copious expectoration of thick tenacious mucus. He 
had been seldom troubled with stoppage of the nostrils, and whilst 
under my observation, was free from any marked difficulty of the 
kind. ; 

An anterior rhinoscopic examination showed the nostril to be 
perfectly free. Postnasal rhinoscopy, however, revealed the 
principal cause of the disease, a large posterior hypertrophy, which 
occupied a considerable part of the right nasal fossa. Its surface 
was irregular, and studded with a large number of small mul- 
berry-like prominences. It presented a bluish-black discoloration, 
evidently indicating much venous engorgement. The turbinated 
tissues in the opposite postnasal cavity were not markedly affec- 
ted. I concluded a copious hemorrhage would probably follow 
rapid section of the growth. 

A wire loop was made to encircle the hypertrophied tissue, the 
combined mirror and tongue depressor being used to properly 
direct it. ‘The patient was then given an easy-chair and the 
morning paper, and a watch was placed before him. He was in- 
structed to make a partial turn of the milled nut every minute. 
This he did for four hours, when the pressure relaxed and I 
finished the operation, drawing out a mass of hypertrophied tis- 
sue of dense consistency, its substance being injected with blood 
clots. 

The patient stated that the pain was not severe, and was prin- 
cipally referred to the teeth. About ten drops of blood trickled 
from the nostril, and this was all the immediate hemorrhage. No 
cotton was used to provide against future bleeding. My surmise 
as to the improbability of secondary hemorrhage proved to be 
correct, for the patient returned next day with the statement that 
none had occurred. The great length of time occupied in remov- 
ing the hypertrophy may seem unnecessary, but in view of the 
nature of the growth and the feebleness of my patient it was a safe 
measure. 
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CasE 3.—Miss T. R , aged 21, came to the Bellevue throat 
clinic, Feb., 1880. The patient stated she had no recollection 
of ever having breathed through the nose. The arch of the hard 
palate was high, and there was a preternaturally small postnasal 
space. The patient’s upper lip was very small, and the underlying 
portion of the superior maxilla, receding. Her nose was broad 
and flattened, as if subjected to prolonged intranasal pressure. 
The lower jaw projected forward and was always open, giving the 
patient an oppressed expression of countenance often observed in 
cases of complete nasal stenosis, A rhinoscopic examination re- 
vealed extensive hypertrophies filling up both postnasal openings. 
The posterior hypertrophies were skilfully removed by Dr. Bos- 
worth, with the wire écraseur. The stenosis, however, was found 
to be as great as ever in spite of the removal of these obstructions. 
An examination showed it to be due to the presence of very large 
anterior hypertrophies completely blocking up the anterior 
nares. Dr. Bosworth, in accordance with a request, kindly per- 
mitted me to test the efficiency of the transfixion needle’ devised 
by me for the removal of sessile forms of turbinated hypertrophy 
in connection with the wire snare. 

I transfixed the anterior hypertrophies and removed them with 
No. o piano-wire. Four sittings were required, one half of a 
hypertrophy being cut out at each operation. I discovered that the 
anterior hypertrophies had extended a considerable distance into 
the nasal cavity. The slight hemorrhage which followed section 
of the growths was quickly checked by a spray of persulphate of 
iron. Restoration of nasal respiration was perfect and permanent. 
The patient’s surprise and satisfaction- at what seemed to her a 
marvellous cure, were highly gratifying. 


Conclustons and remarks. 


I believe that it is often possible by carefully observ- 
ing the configuration and color of large turbinated hy- 
pertrophies, to judge as to the probable occurrence of a 
profuse hemorrhage, and thus be enabled to take meas- 
ures to prevent it. li the hypertrophied, tissue presents a 
elistening mammillated appearance, its color being about that 
of the surrounding mucous membrance, or, as is often’ the 








* These needles are manufactured by Mr. Ford, of this city, in four different 
sizes, running from one to four inches in length. Each number has a straight 
needle and three others of varying curves, They are all furnished with a con- 
venient handle, 
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case, of a lighter hue, there will, as a rule, be but little pain 
and hemorrhage, and thus very slow traction is not so nec- 
essary. If the growth’s surface is dotted with small mul- 
berry-like projections, its color being similar to that of the 
preceding, slow traction is to be preferred. The substance 
of these growths, as has been pointed out by Dr. Seiler, 
of Philadelphia, is largely made up of fibrous tissue, and, 
as a consequence, the wire meets with great resistance in its 
progress through the mass. Growths of the same kind, 
having in part the appearance of the last variety, but differ- 
ing from them in that they show a bluish-black discolora- 
tion, should be divided very slowly, three or four hours 
being consumed in their division, if necessary. In these 
cases Dr. Bosworth’s* suggestion, to leave the divided 
tissues within the nose and next to the wound, in order 
to avoid disturbance and subsequent hemorrhage, may 
prove a valuable one. 

I have never experienced any difficulty in controlling the 
hemorrhage which sometimes occurs after the hasty removal 
of anterior hypertrophies, by the use of a spray of persulph- 
ate of iron. If the solution is simply made to clot the blood 
as it flows from the nostril, it will probably prove an un- 
desirable hemostatic. An endeavor should be made to 
build up a firm clot, beginning some distance within the 
nasal cavity. Irregular clots formed at the entrance of the 
nostril, which, by their obstruction, prevent the formation 
of deeper ones, should be carefully removed until a firm 
coagulum is obtained. I prefer this method of arresting 
hemorrhage, except in occasional instances, to the more 
common practice of using pledgets of cotton, as it is with- 
out the discomfort caused by pressure and is better proof 
against remote hemorrhage than lightly impacted pieces of 
cotton. It is also devoid of the discomforts due to putre- 
factive changes which take place around cotton left for a 
day or over night in the nasal cavity. Never having ob- 
served an injurious effect produced by the temporary con- 
tact of this form of clot with the nasal mucous membrane, 
I cannot recognize this as an objection. 


1N.-Y, Med. Record, Oct, 29, 1881. M. Y. Med. Record, July 9, 1881. 
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The discomfort caused by the removal of these growths will 
vary with the susceptibility of the patient to pain, and the 
amount of care used in manipulating the écraseur. That 
the sensitiveness of the nasal mucous membrane varies in 
different persons is self-evident. The membrane of my own 
nostril, for instance, will easily tolerate a degree of irritation 
which in many persons would amount to absolute torture. 
I believe the question of pain is often a relative one. 

The “considerable” pain referred.to by Dr. Knight of 
Boston, in his article.on the removal of post-inferior tur- 
binated hypertrophies, as experienced by the lady patient 
upon whom he operated, may have been either due to 
her sensitiveness, or the rapid traction made in removing 
the growth. The employment of my recent practice, ex- 
plained in the latter part of thistpaper, of permitting the 
patient to make slow traction, would, I believe, have greatly 
lessened the discomfort complained of. It has been objected 
that the employment of slow traction, as recommended by 
me to prevent hemorrhage, consumes too much of the phy-: 
sician’stime. Thisinconvenience has been overcome in the 
following manner. One side of the milled nut on the 
écraseur is inscribed with a graduated scale, easily read at 
the distance of a foot. The écraseur used should have 
another scale marked on the flat surface of the main canula.’ 
(Any of the unmarked écraseurs devised by me can have the 
two scales added.) The size of the wire loop should be first 
ascertained by drawing its apex just within the orifice of 
the main canula, and observing the number of millimetres 
traversed by the secondary canula. Having found the 
size of the wire loop, and knowing how many turns are 
made by the milled nut in traversing a single millimetre, it 
is a very simple matter to compute the number of revolu- 
tions that will be required to sever a growth. The patient 
can be placed behind a screen or in another room, having a 
watch before him, with instructions to make partial or com- 
plete turns of the nut at fixed intervals, his movements being 
regulated by the relation of the scale on the milled nut to the 


* Philadelphia AZedical News, Jan. 21, 1882. 
? New York Medical Record, April 30, 1881. 
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shank of the écraseur. The practice of slow traction to 
prevent pain can be nicely accomplished by this method, 
as it is regulated by the consciousness of the patient. 
There is a large saving of the physician’s time, which is 
always an important consideration. 


OBSTRUCTION OF - THE NARES A) CAUSE Or 
ASTHMA. 


By WM. PORTER, A.M., M_D., 


ST. LOUIS. 


URING the last few years the laryngologist has 
found more than immediate local injury in obstruc- 
tion of the upper air-passages. Thus it is that enlarged 
tonsils in a child are known to be hurtful, not so much asa 
source of irritation in the pharynx, but because they hinder 
the free passage of air to and from the lungs. In such a 
case, a few minutes’ operative interference does more to re- 
store the patient to right conditions physically, than all 
the tonics and nutrients of the materia medica. 

Quite as important, and more noticeable, are sometimes 
the remote effects of nasal obstruction, and just as marked 
is the sequence .of right treatment. In not:a few cases, 
asthma is undoubtedly the result of nasal polypi, or more 
rarely of hypertrophy of the pituitary membrane. 

The literature .wpon this subject: is both recent and 
meagre. Voltolini is credited by Frankel with the first ob- 
servation—1871—of nasal polypus in relation to asthma. 
Eight years after, three cases of reflex asthma—one of them 
from nasal obstruction—were reported by the writer UV. Y. 
«Med. Record, Oct. 11, 1879). Several cases of nasal polypi 
giving rise to asthma were recorded by Daly in 1880 (AR- 
CHIVES OF LARYNGOLOGY, vol. ii), and Frankel’s paper on 
the relation of nasal diseases to asthma appeared in 1881 
Berlin. klin. Wochenschrift, Nos. 16 and 17). The same 
year Spencer, Rumbold, and Todd each reported a case in 
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point. A few other instances have been briefly spoken of. 
The latest addition to the list known to me is a case pre- 
sented by Dr. Mulhall to the St. Louis Medical Society (Sz. 
Louts Med. and Surg. Four., Feb., 1882). 

The few examples of this class I have seen are these: 


CasrE 1.—A merchant, et. 40, asked advice, March, 1879, on ac- 
count of great difficulty of respiration. For several years he had 
had asthma more or less constantly. He had exhausted all the ordi- 
nary measures for relief, but the paroxysms grew more violent. 
On examination of the chest, slight emphysema was found, and 
mucous rales heard on both sides of the chest, both on inspiration 
and expiration. In the pharynx, the whole of the vault was 
filled with a gelatinous mass—small polypi closely crowded to- 
gether. A probe was introduced, and so soon as the polypi were 
touched, the patient had severe dyspnoea lasting several minutes. 

When part of the mass was removed—which was done with dif- 
ficulty, owing to the recurrence of the paroxysms of dyspncea—a 
diminution of the bronchial symptoms was evident. A few days 
after the last polypus was removed, the patient seemed for a while 
free from asthma. From time to time there was slight return of 
the paroxysms, and several small polypi were afterward removed 
and the base of each touched with chromic acid. For eight 
months this patient did well, and was reported as cured (WV. Y. 
Med. Record, 1879). Since then there has been a return of the 
- asthma, although the nasal obstruction has at no time since the 
first removal to any great extent recurred. 


In this case the asthma was evidently caused by reflected 
irritation produced by the polypi. Removal of the neo- 
plasms while affording temporary relief did not however 
permanently cure the asthma, bronchial lesions being 
determined by the long continuance of the irritation. 


CasE 2.—Mrs. P., of Tennessee, zt. 51, was the next case I saw. 
She had a good family history, and until two years prior to the 
time I saw her (Feb., 1880) had been in excellent health. She 
then noticed a diminution in her sense of smell; following this, 
difficulty of breathing through her nose, and afterward had at- 
tacks of asthma. The paroxysms became more frequent and 
of ionger duration, until at the time she presented herself for 
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treatment her respiration was constantly very difficult, and she was 
physically much reduced, being unable even to walk without 
assistance. 

The obstruction in the nares was from polypi, many of them 
crammed together until the cavities were completely filled. There 
was not much pharyngeal disturbance and the larynx was normal. 
All the evidences of bronchial spasmodic contraction were present ; 
mucous rales on both sides, and some emphysema. 

Recalling my experience in the former case I at once proposed 
removal of the polypi, which was not done without some difficulty 
and several sittings, as very little manipulation was sufficient to 
greatly increase the dyspnoea. The thickened tissue which 
formed the base of the growths was touched with a solution of 
chromic acid, and a crystal pressed as far as possible upon the 
remnant of each polypus. 

As soon as the inflammation from this procedure, which was 
not excessive, disappeared, the patient’s labored breathing was 
greatly relieved. There were no further paroxysms, and the 
emphysema was not sufficient to affect respiration under ordinary 
circumstances. A year afterward there had been no return, and 
the patient had much improved in weight and strength. 

CasE 3.—A third case I saw through the kindness of Dr. Mul- 
hall, who exhibited the patient at a meeting of the St. Louis 
Medical Society, above referred to. A male, zt. 43, who had had 
no other serious illness, had some obstruction to nasal respiration 
a year previously ; this was followed by labored breathing, which, 
despite treatment, grew worse until the warm weather, when he was 
relieved and continued so during the early summer. In August 
his nose became again occluded and his asthma reappeared. The 
paroxysms were greater at night, and were preceded by dryness of 
the tongue and fauces. There was constant pain in the frontal 
region, intensified at night. He had lost weight rapidly and was 
very weak. The nostrils were full of polypi. There were 
physical signs of emphysema, bubbling rales in the bronchi, and 
slightly prolonged expiratory murmur at the apices. 

A few weeks later Dr. Mulhall having removed the polypi again 
presented the patient. He breathed freely through the nose, his 
asthma was gone, and he had gained in weight and appearance. 
No medication was used. 

CasE 4.—Mr. W., a young gentleman et 20, from Illinois, seen 
January, 1882. He gave a history of nasal obstructure and asthma 
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gradually increasing for eighteen months. He had no hereditary 
taint, and though he had lost neither strength nor weight, was un- 
able to continue his work as an amanuensis; was much worse in 
winter. The difficulty in breathing was not constant, and when I 
saw him there was little disturbance. At a later visit the paroxysm 
was well marked. The nasal obstruction was complete, so far as 
function was concerned, and was due to thickening of the mucous 
membrane of the septum and middle and lower turbinated bones. 
In this case also the larynx was normal, but the pharyngeal surface 
was slightly congested. 

Nosystemic medication was employed. Injections of the tincture 
of the chloride of iron were first used to reduce the hypertrophy of 
the mucous membrane of the lower turbinated bone, but caused so 
much pain that ergotine was substituted. A number of injections 
of from one half to one grain were made where indicated, and the 
iron applied to the surface. Nasal respiration was soon possible, 
and the bronchial symptoms subsided. At this date (February 
15th) he seems well. 


Although this case is too recent to be important in regard 
to the result of treatment, yet the etiology of the bronchial 
spasm is interesting. Here were no polypi or foreign body 
of any kind. ‘The reflex irritation was plainly due to hyper- 
trophy of normal tissues. 

These cases and the reports of others already mentioned 
are in proof of the assertion that obstruction of, or irritation 
in, the nares, may cause asthma. But how? 

Asthma implies spasmodic contraction of the bronchial 
muscles, causing approximation of the cartilaginous rings of 
the bronchi (Bert and Traube) from irritation of the pneu- 
mogastric nerve. There is often more or less spasm of the 
diaphragm also. The irritation may be (1) of the trunk of 
tie nerve,.(2) at its origin, (3)-0f one of the peripheral 
branches, or (4) reflected from other and possibly remote 
nerves. There are three theories of the way in which the 
impression in these cases is conveyed to the pneumogastric. 

Ist. By irritation of the pharyngeal and laryngeal branches, 
on account of the more direct respiration through the mouth. 

2d. By irritation of the pharyngeal branches, through con- 
gestion of the mucous membrane from a partial vacuum, 
producing rarefaction of air in the naso-pharyngeal space. 
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3d. By reflected impression through the fifth nerve. 

The first proposition is scarcely tenable. In the normal 
state the air passes through the nostrils almost as freely 
and as little changed as through the mouth. In experiment 
with several patients and upon myself, there was no ap- 
parent bronchial irritation from occlusion of the nostrils 
by a compress, even when long continued, as it was in three 
of the: cases. .One of these was No. 2 of this report; an 
whom the presence of polypi had caused asthma. Again, 
a return of the polypi, though not sufficient to obstruct 
nasal respiration, yet induces a return of the asthma. Not 
least is the fact that there is rarely in the larynx of a patient 
with this condition any thing to suggest direct local irrita- 
tion. 

The second theory is more ingenious than substantial. 
It is true that many of the factors in the production of a 
partial vacuum are present, yet the communication of the 
upper and lower pharyngeal spaces is too free to admit of 
any appreciable amount of rarefaction even during forced 
respiration. | 

The third statement is probably correct. It has been ob- 
jected that this implies peripheral irritation producing cen- 
tral disturbance, thence reflected to the nerve of supply to 
the part affected ; z.¢., an impression carried from the origin 
of the fifth nerve to the origin of the pneumogastric. Even 
were this true it would not. disprove the proposition. But 
there isa more direct line of communication. The pneu- 
mogastric, though in its origin a sensory nerve, receives 
motor filaments from the seventh (portio-dura to auricular), 
from the spinal accessory (to ganglion of the root), from the 
hypoglossal (to ganglion of the trunk), and from the first 
and second cervical nerves. As the contiguity of the origin 
of the cranial nerves is now demonstrated, we may believe 
that impressions are conveyed from the origin of the fifth 
directly to the origin of any of these, and thence—a contin- 
uous motor tract—to the pneumogastric. 

In conclusion : 

I. Reflected irritation from nasal obstruction may be 
the exciting cause of asthma. 
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2. In long-continued asthma from this cause, local bron- 
chial lesion may result. In such a case, removal of the 
nasal obstruction may not entirely relieve the asthma. 

3. Removal of the cause of reflex irritation is necessary 
to a cure of the asthma. 


ON THE RELATION OF NASAL CATARRE. AND 
NASAL POLY PIALO ASTM MATIC -SYMETORES, 


By THOMAS F. RUMBOLD, M.D., 


ST. LOUIS, MO. 


N Nov., 1869, I had a patient, the study of whose case 
led me to the belief that nasal polypi sometimes oc- 
casioned attacks of asthma. Since 1862 I have been led to 
the opinion, from the study of nasal diseases, that this com- 
plaint frequently originated other symptoms, of a more 
' serious character, than those located in the nasal passages, 
but I had not, until November, 1869, thought that every 
asthmatic had been, for a number of years previous, a vic- 
tim of nasal catarrh. Since that time I have taken special 
pains to inquire of asthmatic patients concerning the liabil- 
ity to frequent and prolonged attacks of cold in the head, 
previous to their first attack of asthma, and have learned 
from every one of them, amounting to a little over fifty, that 
they had been taking severe colds, during each fall and 
spring, for a number of years. 

My views have proved, in various ways, to be correct: 
one, that the treatment of nasal catarrh cuts short tite 
asthmatic attacks, especially of those patients who have 
had the complaint under one year; another, that the re- 
moval of the nasal polypi, in addition to treatment, resulted 
in preventing attacks in four patients for about two years, 
with no probability of its ever returning, in one for about 
sixteen months, and in others for a shorter time. Nearly 
all-of ‘these patients are still under my care: I have for 
about three years thought that I could, if I’so desired, prog- 
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nosticate either a complete or a long exemption from an 
attack in those asthmatics of only one year’s standing who 
suffered from gelatinous polypi, if they were removed and 
the catarrhal inflammation treated, especially if the tumors 
were located in the posterior portion of the nasal passages, 
occupying the posterior half of the middle turbinated proc- 
ess, or of that portion of the superior turbinated process 
immediately above this locality. 

in Dec., 1860, I reported to the St. Louis Medical Soci- 
ety a partial history of an asthmatic patient, now given in 
fullein my. work on “The Hygiene and Treatment of 
Catarra, p. 4085 ad-410. I stated at the time that the re- 
moval of the gelatinous nasal polypi gave him relief from 
the irritation arising from the chronic catarrhal condition 
of the mucous membrane of his nasal passages, and that the 
asthma was due to this chronic inflammation and not alone 
to the presence of the nasaltumors. All that these growths 
had to do with his asthmatic symptoms, was that they 
gave rise to a greater irritation than usual, and that this 
irritation caused the asthma, also that I thought that the 
asthma would return if the chronic inflammation was not 
to some extent reduced. 

We have many patients afflicted with asthma who have 
not a single nasal polypus, but we do not have a single case 
afflicted with nasal polypi or asthma, unless chronic nasal 
catarrh has previously existed for along time. Dr. W. E. 
Pisehel,of this city,réad a paper, 1m 1570, before-the St. 
mouts= Niedical Society, on the: “Treatment of Asthma by 
the Waldenburg Apparatus”; showing that the alternate 
employment of compressed and rarefied air had a most won- 
derful and beneficial effect on the complaint. After making 
favorable comments on the paper and on the method of 
treatment, I stated that I had frequently relieved attacks 
of asthma by the removal of nasal polypi. 

I will now give a few cases that fully confirm what I have 
stated. 


CasE 1.—In November, 1869, Mr. R.S., of Alton, Illinois, con- 
sulted me on account of an occluded condition of his nasal 
passages. I found on examination that both nasal passages and 
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the pharyngo-nasal cavity were occupied by polypoid growths; all 
of them were gelatinous. He had his first attack of asthma in 
March of this year, which had been increasing on him ever since. 
At first his attacks were on damp days only; during the last two 
months he had not missed a week in which he did not have at 
least one attack, and sometimes two and three. His first visit was 
late in the evening, and as he had not had an attack of asthma for 
three days he feared one that night, before he could reach home. 
I took out two large polypi, one from each nostril; each of them 
was nearly one inch long, half an inch thick, and fully an inch in 
width. He did not go home that night, and next day, as he did 
not have his expected attack of asthma, I took out five more poly- 
poid growths of the same character, four varying in size from a 
pea to that of a hazel-nut, and one an inch and a half long; this 
one rested on top of the soft palate. 

In one week he returned, saying that he had escaped the asthma, 
but had more polypi in his nasal passages, and wished them re- , 
moved. After taking out three or four small pieces, apparently 
single tumors, I drew a wire loop through each nostril. This was 
done by passing a No. 5 urethral catheter through the nose into 
the throat, carrying a thread to which was attached one end of 
the wire, and brought out through the nose; the other end was 
secured in a similar way. I passed the catheter twice into the 
nostril, endeavoring to have it pass, at one time, near the septum, 
and the other, near the inferior turbinated process, so as to make 
the loop of the wire as large as possible in the pharyngo-nasal 
cavity; each end of the wire was passed into a double canula. 
This was made to act as an écraseur. The wire caught hold of a 
large tumor, and continuous traction brought it out. The next 
day he went home. In March, 1870, he again visited me. Two 
days before his visit he had the first attack of asthma since the 
removal of the tumors last November. His visit this time was 
for the removal of polypoid growths. At this sitting I removed 
two or three from each side. He again visited me in 1871, and 
desired the removal of returned tumors. He had been free from 
asthma since the last operation, but as his nostrils were getting 
more and more full every day, he felt that if the tumors were not 
removed his old enemy, the asthma, would be on him again. At 
this visit I clipped off a portion of the middle turbinated process, 
the seat of attachment of the tumors, by a pair of slender-pointed 
scissor-shaped forceps, curved on the flat. Next day I took out 
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twelve or fourteen growths, varying in size from that of a large pea 
to a large hazel-nut. The following night he had a slight attack 
of asthma. After he returned home he was free of the attacks of 
asthma for a few weeks; at this time it again commenced. In 
the following October I undertook the treatment of his chronic 
catarrhal inflammation, which, after a few weeks’ effort, resulted in 
failure. He visited me each fall and spring until September, 1875, 
and received local treatment, the effect of which was to give him 
but slight temporary amelioration. At this time he made a visit to 
Colorado, remaining there a little over a year. He kept a daily 
record of his case while out there, but it gives for Colorado a poor 
recommendation for asthmatics. On November 27, 1876, he again 
visited me, to again have his nasal polypi removed. The nostrils 
and pharyngo-nasal cavity were filled with them. Their removal 
gave him but one whole week’s respite from asthma; it then re- 
turned with increasing severity. In the spring of 1877, he was 
induced to try the virtues of nitrate of amyl; he inhaled but a few 
drops on the commencement of an attack of asthma, the effect of 
which was to instantly cut short the attack ; nor did he have any 
symptoms of asthma during the short time he lived. Instead of 
the asthma he had, almost immediately afterward, an excessive 
pain in one of his lungs, which lasted for three days, at which time 
he was smothered to death by what appeared to be the bursting 
of an abscess in hislungs. It was he who first suggested to me that 
the attacks of asthma, in his case, were owing to an irritation first 
starting in the nose. 

Case 2.—The next case relieved of somewhat similar symptoms 
was that of a lawyer, wt. 28 years. He consulted me Aug., 1871, 
for an occlusion of his nasal passages, from which he had been 
suffering for about two months. He had symptoms of “hay 
asthma” or autumnal catarrh. On examination I found a large 
gelatinous polypus in each nostril. They were at once removed, 
and he was treated for his chronic nasal catarrh, which he had 
had for upward of seven years. His attacks of autumnal catarrh 
at once ceased, nor has he had any since that time. The treatment 
of his nasal catarrh consisted in the application of vaseline, in 
which were placed a few drops of a weak solution of carbolic acid 
and pinus Canadensis, together with constitutional medication and 
the discontinuance of the use of tobacco. 

CaAsE 3.—Dr. , et. 39 years, had been a victim of asthma 
for about four years. He had just returned, Oct., 1872, from a 
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prolonged visit to Colorado, hoping to find relief from his com- 
plaint. He did not know that he had gelatinous polypi in each 
nasal cavity, until I informed him. The tumors were extracted 
by a pair of forceps, and his throat treated for about three weeks 
by means of the spray producers, the same remedies being used as 
in the previous case. His asthma disappeared for about five 
months. On making the most careful examination not a single 
polypus could be seen. Again the treatment by the spray was in- 
stituted, but with no beneficial results, although it was continued 
for several months. 

CASE 4.—Mr. , et. 46 years, a carpet merchant of this 
city, visited me professionally, June 28, 1877, and desired treat- 
ment for nasal catarrh. His symptoms were those of hay fever 
and asthma combined ; that is, he had asthmatic symptoms in both 
nose and lungs. A few days before his visit he passed a store, on 
one of our thoroughfares, that had the cellar windows open, and 
from which emanated quite a strong musty smell. This smell 
almost struck him down, not on account of its disagreeableness, 
but because it instantly brought on an excessive suffocative feeling 
and shortness of breath. He could not wait to walk the length of 
the house on the pavement, but was compelled to strike out for 
the other side of the street. His breathing was so oppressive that 
he could not attend to business of any kind that day. He had 
noticed that the musty odor had the effect of shortening his 
breath on several occasions before this. 

This patient had no tumors of any kind in his nasal passages. 

Therapeutic, local and constitutional, and hygienic measures 
relieved him of all symptoms. He is still under my care, and 
visits me as occasion requires, generally a few times each fall and 
spring, although this last fall he has required no treatment, except 
taking quinine, according to my directions, at such times as he 
takes a cold. 

Case 5.—Mr, ; eet: go.years, Consulted me Oct. 22, 1276: 
He complained of great hoarseness and sore throat ; had been a 
victim of asthma for about five years. The attacks came on with 
the commencement of a cold, consequently did not have them 
regularly, sometimes one in a week, sometimes three to five. The 
day previous he had two slight attacks, having taken a bad cold a 
few days before. He had been the victim of severe colds since a 
boy. ; 

Examination of his fauces, pharyngo-nasal and nasal cavities 
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showed excessive and long-standing inflammation ; no tumor of 
any kind was seen. 

All of his catarrhal symptoms improved on the commencement 
of local and constitutional treatment. He had contracted the habit 
of chewing and smoking tobacco when a boy ; this indulgence 
was abruptly discontinued. He was directed to observe every 
hygienic rule that might be conducive to health. 

He was under treatment for about four months ; since that time 
he has received from six to ten treatments each fall and spring, 
with an occasional treatment between, when he took cold. In the 
spring of 1879 he had two slight attacks, and in Oct., 1880, three 
attacks of difficult breathing, but since that time he has had no 
symptoms of the asthma, nor but shght symptoms of nasal catarrh. 

Case 6.—My last patient was a lady ext. 24 years. She had 
a stoppage of her left nostril for about two years. In Feb., 
1881, she consulted me in reference to it; on being informed of 
the presence of a gelatinous growth in this nostril, and of the 
necessity of its removal by means of a forceps, she reluctantly 
consented to the operation, and made an appointment for the next 
day, but did not return until Jan. 13, 1882. During this interval 
the growth had increased to such a size that it rested on the soft 
palate, and extended across this so as to occlude the right post- 
nasal opening also. This position of the tumor prevented her 
from expiring through either nostril, yet she could inspire through 
the right nostril. During the latter half of Nov. and all of Dec., 
1881, she could not breathe while in the complete recumbent 
position ; that is, she was compelled to elevate her head and 
shoulders by means of pillows, sometimes using four and five to 
‘raise her to the height necessary to carry on respiration with suf- 
ficient freedom for sleep. During the last two weeks she had 
been compelled to sleep in a rocking-chair, the recumbent position 
and the heat of the bed-clothes completely checking respiration ; 
she said: “I know if I were held down on the bed I would die 
in a few minutes.” 

The removal of the tumor relieved her of all of these symptoms. 
I now continued to treat her with the spray producers, with a 
view of allaying the chronic catarrhal inflammation of her nasal 
cavities, with which she says she has suffered ever since she can 
remember. 


I could relate a large number of other equally interesting 
cases, which would as plainly show the close relation be- 
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tween nasal disease and affection of other parts of the 
respiratory apparatus. | 

Of course no one will say that every asthmatic has nasal 
polypi, but I know every one that I have seen has nasal 
irritation, which if relieved will have a tendency to relieve 
their attacks of asthma. This, I know from observations 
made during the last twelve years on fully fifty patients, 
which, although not very numerous, are still sufficient to 
justify me in making this bold assertion. 

It is not at all an uncommon thing for catarrhal patients, 
who are corpulent, to complain of the characteristic short- 
ness of breath that is always the precursor of an attack of 
asthma, being indeed asthma in its first stage. This symp- 
tom I have nearly always relieved, during the last ten years, 
by a thorough yet mild treatment of the pharyngo-nasal 
and nasal cavities. My remedies, previous to my learning 
that mildness of the application was essential to success, 
would frequently increase, instead of decrease the trouble. 


CESOPHAGEAL CARCINOMA IN A GOITROUS. PA- 
TIEN INCOMPLETE .-“PARALYSIS” OF THE 
GEOTIIS OPENERS, TRACHEOTOMY, RETRO- 
TRACHEAL HEMORRHAGE, ASPHYXIA. DEATH. 


By FELIX SEMON, M.D., M.R.CP., 


LONDON. 


ea fact, that only a few weeks ago questions con- 
cerning the symptoms, dangers, consequences, and 
treatment of cesophageal carcinoma gave rise to a very in- 
teresting discussion in the Clinical Society of London, is an 
additional reason for me to publish a case of this affection 
which I should have considered, even without this, as one 
which ought to be reported in spite of its sad issue. It not 
only shows complications which I believe to be unique, and 
which I hope, for the sake of every surgeon, may remain 
unique, but also teaches us a danger of tracheotomy hitherto, 
so far as I know, unknown. 
The case is the following :— 


Sarah R., zt. 58, married, consulted me in the spring of 1880 
for dysphagia and occasional shooting pains in the right ear. The 
dysphagia had come on gradually some months before, and had 
not far progressed when she came to the Southern Outpost of the 
Hospital for Diseases of the Throat and Chest. She could still 
swallow solid food, though with some difficulty, but there was 
no odynphagia. The bolus seemed to stop, according to her 
statements, about the level of the cricoid cartilage. There was 
no dyspnoea, and no dysphonia. Her family history was good. 
She herself had, with the exception of the usual infantile diseases, 
enjoyed remarkably good health. She had had several children 
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and several miscarriages at different periods of pregnancy, but 
not still-births ; she could not account for the miscarriages. The 
living children were allsaid to be quite healthy, and never to have 
suffered from snuffles, skin eruptions, etc. She herself, when 
closely examined with a view to a history of syphilis, remembered 
to have suffered occasionally from a rash on different parts of her 
body, and also at one time from a vaginal discharge. But her 
statements were not very clear, and there was no history of sore 
throat, sore tongue, or periosteal pains, etc. 

When I first saw her at the end of March, the following state of 
things was noticed: The patient was a middle-sized, somewhat 
cachectic-looking woman, but fairly nourished. On inspection 
of the throat externally, a uniform enlargement of the neck was 
evident, which by palpation was traced to a considerable hyper- 
trophy of both lateral lobes and of the isthmus of the thyroid 
gland. The swelling was a little more developed over the lower 
part of the right wing of the thyroid cartilage where pressure was 
somewhat painful. The patient then stated that she had some- 
times pain there independently of pressure. The posterior cer- 
vical and other lymphatic glands of the neck, were very carefully 
examined; they were neither enlarged nor painful on pressure. 
Not to be lengthy I will state at once that no traces of disease 
were discoverable in any other part of her body. 


The laryngoscopic examination showed the following state 
of things :— 


Cavities of mouth and pharynx quite normal. The internal 
aspect of the larynx healthy to all intents and purposes; z. ¢., 
configuration, color, and movements of its component parts were 
absolutely normal. 

On the cesophageal aspect of the cricoid cartilage, however, a 
change was noticed which completely accounted for the patient’s 
complaints. There was seen a considerable swelling, more de- 
veloped on the right than on the left side, and covered everywhere 
with apparently normal mucous membrane, with the exception of 
one small spot just under the base of the right arytenoid cartilage, 
which was denuded of epithelium and in a state of ulceration ap- 
parently only superficial. It having thus been ascertained that, in 
a situation corresponding to the patient’s statements, there was an 
actual obstruction to the passage of food, neither at that time nor 
later was recourse had to the introduction of bougies. The latter 
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measure was, in fact, purposely avoided on account of the uncer- 
tainty of the diagnosis in the case. No changes other than those 
just described being noticeable at all, my readers will no doubt 
have come to the same conclusion, by this time, as I did, namely: 
that this must be either a case of carcinoma of the cesophagus, or 
a case of syphilitic disease of the posterior plate of the cricoid 
cartilage; and in the latter instance, again, it might have been either 
a case of perichondritis or a gumma just healing down. The point 
in favor of carcinoma was only the woman’s age, as my experience 
during the last four years has taught me that early shooting pains 
into the ear are zo¢ pathognomonic of carcinomatous disease, as 
suggested by von Ziemssen. On the other hand, though there 
was no distinct history of syphilis, yet it was fair to draw such an 
inference as to its previous existence from her account of miscar- 
riages, etc., and this was certainly the more merciful view. Cases of 
isolated, late, severe tertiary syphilis, in the larynx or trachea, are 
by no means very rare, and the protean disease under such cir- 
cumstances takes the most different forms, such as: gummous in- 
filtration and subsequent cedema ; formation of distinct gummata, 
leading, on healing down, to deep and destructive ulceration, peri- 
chondritis, caries and necrosis of cartilages, etc. 

Now, supposing we had to do in this case with perichondritis, 
which was certainly not beyond the region of possibility, it is evi- 
dent that the introduction of an cesophageal bougie could only 
have done harm by further irritating mechanically the inflamed 
parts; whilst, at the same time, such an introduction was perfectly 
superfluous, the situation of the obstruction having been ascer- 
tained, and the dysphagia of the patient being by no means so 
great as to necessitate feeding through a tube. 

Leaving, under these circumstances, the diagnosis in suspense, 
I did what one usually does in such cases, namely, treat the patient 
anti-specifically. She took for a long time iodide of potash, first 
alone, and then in conjunction with perchloride of mercury, both in 
gradually increasing doses. ‘The result of this treatment was such 
as to corroborate the opinion which I expressed at the Interna- 
tional Congress, viz., that we must be very guarded in making 
conclusions and giving out a prognosis “ ex juvantibus ” in doubt- 
ful cases of syphilis or carcinoma of the upper respiratory pas- 
sages. For whilst, on the one hand, some cases of syphilis, for 
reasons unknown, show themselves much more resistant to the 
action of iodide of potash than the majority; on the other hand, ina 
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large proportion of cases of carcinoma of the larynx and cesopha- 
gus, a temporary subjective improvement, and sometimes appar- 
ently even a positive temporary arrest of the progress of the new 
growth, take place. Whether this be due to the solvent action of 
the drug upon the inflamed area around the new growth, or to any 
other influence, I do not venture to decide. But having now 
had the opportunity of observing this fact over and over again in 
a comparatively large number of cases, I think it right to state it, 
and to warn against premature conclusions from apparently hope- 
ful and favorable reports of the patient. The present case was, 
as already stated, a point in proof; the patient certainly reported 
herself better at first, and this subjective improvement even seemed 
to continue longer than it is usual in these cases. The objective 
signs did for a long time not vary at all, nor did the dysphagia in- 
crease. It was very curious to notice that the little ulcerated 
spot did neither improve in spite of regular local application, nor, 
on the other hand, extend in width or depth. The pain over the 
right half of the neck certainly got better after some time. 


This was about the state of the case when I left in July 
for my holiday. On August the 22d, Dr. George Mackern, 
who had kindly taken charge of my patients during my ab- 
sence, saw a whitish projection on the posterior wall of the 
trachea, when the vocal cords separated in inspiration. He 
could not make out the nature of this curious swelling, but 
verified its existence on two subsequent occasions, the last 
note to this effect being put down on the 6th of September. 
From this day the opportunity of further observing the pro- 
jection, and coming to some conclusion about its nature, 
began to be impeded in a very remarkable and unexpected 
manner. At the patient’s next visit it was observed that 
when she was asked to inspire deeply the vocal cords did 
not separate so freely as on all former occasions, the right 
one being the more lazy of the two. This impediment, the 
progress of which could be watched from one visit to another, 
advanced so rapidly, that when I returned early in October 
there was already a considerable stenosis of the glottis with 
proportionate dyspnoea. The right vocal cord scarcely 
moved outward at all from the median line in attempted 
inspiration ; the left assumed the cadaveric position nearly. 
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The dysphagia, it ought to be noted, did by no means pro- 
gress part passu with the dyspnoea, the patient being still 
able to swallow semi-fluid food. 

The occurrence of the paralysis of the glottis-openers in 
itself did not help very much in the diagnosis, because ulcer- 
ative syphilitic process at the posterior plate of the cricoid 
cartilage can quite as well affect the posterior crico-arytenoid 
muscles and lead to their disablement asacarcinoma. Still, 
the probability of the latter disease was made stronger by 
the fact that, whilst the avea of the disease was evidently 
enlarging, no deeper destructions, such as caries of the carti- 
lage, had taken place. It was, however, decided to give the 
patient a last chance before tracheotomy (which seemed 
unavoidable, on account of the rapidly increasing glottis 
stenosis) was performed, and she was taken on the 15th of 
October into the Golden Square Hospital, with a view of 
having inunction treatment carried out. This treatment 
was begun on the 16th, twenty grains of mercury ointment 
being rubbed in daily. In the first few days she seemed 
better, very likely owing to the complete rest which she 
enjoyed. From the 21st, however, the dyspncea became 
worse, and a very distressing cough set in. I purposely 
tried to ascertain whether this cough came on always im- 
mediately after taking fluid food, but could not make this 
out, whilst physical examination of the chest gave sufficient 
explanation, bronchitic sounds being heard all over. On 
the 24th, the right vocal cord was quite immovable in the 
median line on attempted inspiration, the left being but 
very slightly abducted, and the chink of the glottis being 
thus reduced to avery narrow slit. Under these circum- 
stances, the fatal end being evidently imminent from suffo- 
cation, I determined, though reluctantly, to perform trache- 
otomy. My reluctance was due to the fact that I had to 
deal with a patient suffering from a comparatively large 
goitre, the middle lobe being so much enlarged that there 
was no possibility of performing the operation, as is the 
rule in such cases, as far away as possible from the seat of 
the disease. I had no option but to perform high trache- 
otomy, or perhaps even crico-tracheotomy. 
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The operation took place on the afternoon of the 25th of 
October; my colleague, Mr. T. Hovell, kindly assisting me. 
No anesthetic was administered, because, on account of the 
presence of the goitre, the engorgement of the parts, and 
the existing bronchitis, I wished to have the active assis- 
tance of the patient in the event of hemorrhage. Nothing 
remarkable occurred’ during the operation itself, except 
that it lasted longer than usual, on account of the trachea 
being much pressed back by the goitre, which was found to 
extend upward to the~second ring of the trachea, /Plie 
two upper rings of the trachea and the cricoid cartilage 
having been laid bare, no hemorrhage having taken place, 
and the trachea having been secured with a pointed hook, I 
cut from below upward through the two tracheal rings, 
when air immediately entered with the well-known hissing 
noise. I nowintroduced one of Durham’s small rectangular 
canulas with the aid of the pilot, but when I withdrew the 
pilot there was complete apnoea instead of the hoped-for 
improvement of respiration. This continuing, and the 
patient becoming asphyxiated, I withdrew the canula, 
having no other explanation but that I. had perhaps put it 
between the goitre and the anterior wall of the trachea, 
though I thought I had distinctly felt it slipping under my 
left forefinger zz¢o the trachea. Air now again entered the 
trachea. On repeating my attempt to insert the canula, 
again asphyxia was produced, which again disappeared on 
withdrawing the canula. Now I chose a somewhat longer 
and larger canula, and finding that the room at my disposal 
was not enough for the new canula, I prolonged my incision 
through the cricoid ring. I then waited a moment, and 
seeing that no hemorrhage ensued, I introduced the new 
canula and pilot. On withdrawing the pilot, and feeling 
now quite confident of success, again asphyxia came on, 
this time wholly inexplicable to me. There was, however, 
not much time for considering what could be its cause, for 
in a few seconds there came a sudden rush of dark blood from 
the removing of the canula, ot a single drop escaping from 
the edges of the wound. At the same moment the patient 
opened her mouth spasmodically, and both Mr. Hovell and 
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myself remarked that the mouth as well was filled with 
blood. What was to be done? Withdrawing the canula 
meant allowing the blood, which now escaped at least ex- 
ternally, to run down directly into the air-passages; plug- 
ging the present wound, and making a /ower incision was 
simply impossible, on account of the large goitre. There 
was, however, no time for considering what might be done, 
for in a moment the patient sank back dead, all efforts at 
artificial respiration proving of no avail. 

I need not say how unhappy [ felt at this so-entirely-un- 
looked-for termination, and I waited with great impatience 
the post-mortem, which I trusted would throw some light 
on the source of this internal hemorrhage, which I must 
confess I was fairly puzzled to account for. This it did 
and in a very unexpected manner. 

The thyroid gland, larynx, and cesophagus were removed 
together in their entirety. They show the following nota- 
ble changes. The enlarged isthmus of the thyroid body 
extended up to the second tracheal ring, and its total 
length is a little more than two inches which means that 
the lower border reached to a point below the suprasternal 
notch. The total breadth of the thyroid gland is three and 
a half inches. The two lateral lobes extend posteriorly to 
nearly the middle of the thyroid cartilage. The consistence 
is that of a hard fibrous goitre. In the cesophagus, immedi- 
ately below the level of the base of the arytenoid cartilage, 
a considerable tumefaction becomes visible, extending, with 
the exception of a small portion at its upper and left part, 
all over the posterior plate of the cricoid cartilage, being, 
however, more developed on the right side than the left. 
The whole upper part of this swelling, as far down as laryn- 
goscopic inspection would admit of, is still covered with 
mucous membrane, only a small ulcer marking the white 
spot already described as so plainly visible during life. 
About half an inch below the line of laryngoscopic vision 
the tumefaction gradually becomes denuded of epithelium, 
and lower down verges into an ulcerating mass, which 
covers about two thirds of the anterior aspect and the 
whole of the right lateral aspect of the cesophagus, but 
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leaves an entirely open passage for food on the left side. 
This explains why the dysphagia, of the patient did not 
play an important rdéle in the later stages of the disease. 
There was, in fact, no circular stenosis, but a longitudinal 
narrowing of the tube, extending for three and a quarter 
inches, which is the length of the whole tumor. Micro- 
scopic examination of the tumor showed that it was -an 
epithelioma, the most common form of cancer in these 
regions. 

About half way down the tumor there is an opening, just 
at the junction of the anterior and right lateral walls of the 
cesophagus, which leads into an adscess cavity, situated be- 
tween the tumor, the posterior and right lateral walls of 
the trachea, and the right lobe of the thyroid gland. The 
leneth of this cavity is about one inch, its capacity not very 
considerable. It was found to be filled partly with pus, 
partly with fresh blood, on removing which several thin- 
walled, good-sized veins, running exposed along the walls of 
the abscess, became visible; and one of these veins showed a 
recent laceration. 

This abscess cavity again communicated with the trachea 
through a comparatively large opening, which is situated 
on the right half of the posterior aspect of the trachea, just 
opposite my incision through the two upper rings. Perhaps 
the most remarkable point of all, however, is that the en- 
tire posterior fourth of the trachea, z.¢., the part where the 
rings of the cartilage are replaced by connective tissue and 
unstriped muscle, bulges out tumor-like into the lumen of 
the trachea. A bulging of this sort has, so far as I know, 
never been described, and I have seen it but once, and then 
much less developed, in a specimen in the museum of 
the Royal College of Surgeons of England. It extends for 
nearly two inches, and is spindle-shaped in form, its thickest 
portion being just underneath the opening into the abscess. 
This was no doubt the white swelling beneath the level of 
the; vocal cords, seen by Dr. Mackern, and caused ‘by the 
growth pushing the yielding tracheal wall before it. 

After this, which I may fairly call a series of most unex- 
pected revelations, there is no difficulty in explaining all 
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the events of the operation in a natural and logical manner. 
I had certainly already, the first time when I introduced the. 
canula, gone into the trachea. But this tube being com- 
pressed in front by the goitre and behind by the cesophageal 
growth, and the intratracheal bulging necessarily deviating 
the course of my instrument, the pilot, instead of sliding 
downward along the posterior wall of the trachea, could not. 
but go zzto the abscess cavity, across the trachea. On the re- 
moval of the pilot, the lower end of the canula was thus left 
sticking in a cul-de-sac, and no further explanation is nec- 
essary for the patient’s asphyxia. Exactly the same result 
happened thesecond and third times: And I'am firmly 
convinced that no other result could happen, because each 
time since that I have attempted to pass a canula into the 
specimen exactly the same thing happened. No doubt 
also on the third attempt the pilot tore one or two of the 
thin-walled exposed veins just described, and then, what I 
think I have properly called, “ ve¢ro-tracheal hemorrhage”’ 
ensued. That this escaped in part through the cesophagus 
cannot be wondered at, if it be remembered that there is a 
fistulous communication between the cesophagus and the 
abscess ; that no blood escaped from the edges of the wound 
Peolcommost nmatiral, tor the cannula nlls tie entire tracheal 
opening of the abscess. 

Thus, all the apparently inexplicable events of the opera- 
tion find a logical explanation.’ 


Remarks.—I need not say that nothing but a sense of 
duty could induce me to report such a lamentable case. 
The fate of the poor patient may certainly be called tragi- 
cal, she being doomed to a combination of circumstances, 
each one disastrous by itself: the carcinoma leading on the 
one hand to paralysis of the glottis-openers and dangerous | 
dyspnoea, on the other hand to the formation of the ab- 
scess; the goitre preventing my performing the operation 





The specimen was shown, and the manner of the fatal occurrence demon- 
strated, before the members of the Subsection for Diseases of the Throat at the 
late International Medical Congress, on Monday, August 9, 1881, at the Clini- 
cal Demonstration at the Hospital for Diseases of the Throat and Chest. ‘The 
case is referred to in the ‘‘ Transactions” of the Congress, vol. ili, p. 332, and 
in my report in these ARCHIVES, vol. iii, p. 336.. 
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for relief far from the seat of disease, as is the rule, and neces- 
sitating my making the incision just opposite the opening of 
the fatal abscess; the intratracheal bulging guiding my 
pilot with pitiless necessity each time into the abscess; 
—these are complications which, so far as my knowledge 
and literary researches extend; have never. yet been met 
with together, and which I trust never willbe again. To the 
causes of asphyxia recorded as having occurred after the 
introduction of the canula, apart from hemorrhage, namely 
decollement of the tracheal mucous membrane (Pitha), and 
obstruction of the canula by false membrane in cases of 
laryngeal diphtheria, must now be added the possibility, 
in cases Of ‘carcinoma and) other tumors.or the canvlaien- 
tering through the trachea into an abscess cavity, and 
there causing, in the manner described, hemorrhage. Ke- 
mote as this possibility fortunately is, it must not be lost 
sight of. 

I have but few more words to say as to the operation 
itself. There was no evidence, before the operation, of a 
direct connection between the respiratory and the alimen- 
tary passages; no cough immediately after taking fluid food ; 
no lobular pneumonia; no gangrene of the lungs, etc, It 
has been suggested to me that the introduction of the 
pilot might possibly have established the connection be- 
tween the trachea and the abscess. I cannot positively 
prove that this was not the case, but I consider it’ ex- 
ceedingly unlikely, and this for the following reasons. 

1. The rounded and aged appearance of the edges of 
the abscess opening into the trachea. 

2. if 1 had opened ‘the abscess cavity artificially, then 
blood or pus, or a mixture of the two, ought to have es- 
caped the very jrs¢-time I introduced a. icanula:: W hy, 
the hemorrhage only appeared the ¢hzrd time, was because 
I used a larger canula and pilot with more force, and then 
reached the thin veins in the wall of the abscess. 

Both these points show almost conclusively that every 
time I had passed my canula into an already half-emptied 
abscess cavity, the communication of which with the trachea 
had been established long before any operative interference. 
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In conclusion, the question naturally arises, could any 
thing have been done to avert the fatal issue? I confess 
I can think of nothing. Withdrawing the canula would 
have led to death by hemorrhage instead of asphyxia; plug- 
ging the canula alone would have combined with both these 
dangers ; plugging the wound and performing tracheotomy 
lower down would have involved cutting a vascular goitre, 
and thus adding external hemorrhage to the internal, whilst 
the patient was zz articulo mortis. 

No other means of relief have occurred to me, and I pub- 
lish the case in the hope that suggestions may be forth- 
coming which may be a help to us in similar cases in the 
future. 


ON THE PARASITIC NATURE: OF TONSIL E A 
AND PHARYNGEAL sCONCKE PIONS: 


By Dr. EMIL GRUENING, 


NEW YORK. 


HILE the constant presence of leptothrix elements 

\ \ in the mucus of the mouth, and the frequent 
occurrence of concretions in the tonsillar crypts, are facts 
with which every medical man is conversant, the relation 
existing between J/eptothrix buccalis and the formation of 
tonsillar concretions does not seem to have been recognized 
even by the throat specialist. 

In his recent work on the “ Diseases of the Throat and 
Nose,” Morell Mackenzie introduces the following definition 
of tonsillar concretions: “ Concretions and calculi imbedded 
in the substance of the tonsils—the result of a perverted 
condition of the natural secretions and of closure of the 
outlets of the lacunz of the glands.” 

This definition is formed of three erroneous propositions. 
The concretions are very rarely imbedded in the substance 
of the glands, but are generally found in their crypts. The 
concretions are mot the result of a perverted condition of 
the secretion ; they are leptothrix masses. The outlets of 
the lacunze were zot closed when they admitted the lep- 
tothrix elements forming the basis of the concretions. 

The results of a microscopic examination of tonsillar con- 
cretions in more than fifty cases which came under my 
observation within the past three months, permit me to ad- 
vance the proposition that a// tonstllar concretions are com- 
posed of leptothrix elements. 
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The completely developed parasitic alga leptothrix buccalis 
is made up of closely packed bundles of straight cylindrical 
filaments often containing a starchy material and imbedded 
ina granular matrix. Inevery tonsillar concretion examined 
by me both the filaments and the matrix were present. The 
concretions were roundish bodies varying in size from a 
millet seed to a pea, They were composed of a grayish- 
white, soft, friable substance, in the interior of which a hard 
mass of dark color was often concealed. The soft substance 
was formed of granular matter and fragments of filaments 
to which free granules firmly adhered, while the central 
nucleus was often composed of filaments only. The con- 
sistency of the concretions varied according to the pre- 
dominance of the one or the other of the component parts. 
The inner hard portions of the concretions differed in ap- 
pearance, being in some instances amber-colored and translu- 
cent, in other instances dark brown or green and opaque. In 
the translucent portions the filaments were found to be quite 
regularly disposed in parallel bundles, whereas in the opaque 
they were irregularly interwoven and presented a matted 
appearance. When treated with a watery solution of iodine 
the filaments, in some cases, assumed a violet tint, thus 
demonstrating the presence of starch. In other cases the 
filaments showed no change, while portions of the matrix 
into which starchy matter may have escaped from the fila- 
ments exhibited the characteristic violet color. Frequently 
the iodine reaction was wanting. Ina number of cases the 
concretions were found to contain small, opaque, lobulated, 
hard and gritty bodies. These bodies were invariably 
located in a network of filaments, being absent in the outer 
layers of the concretions, where the matrix predominated. 
On the addition of dilute hydrochloric acid these calcareous 
bodies disappeared, and the filaments were brought into 
view more distinctly. 

From the well-established fact that the presence of certain 
non-parasitic alge in liquids containing salts of lime in 
solution induces a precipitation of the lime in the form of 
a carbonate, we are allowed to infer that in the presence of 
the alga leptothrix the same effect will be produced in 
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the recesses of the human body. We can thus account for 
the occurrence of the calcareous masses just described, as 
also for the frequently observed complete calcification of 
tonsillar concretions. 

In several instances I found leptothrix accumulations in 
the form of membranous layers lodged between the tonsils 
and the pillars of the fauces. In these membranes the 
leptothrix elements were most beautifully developed, the 
filaments showing great length and width, and giving a 
marked iodine reaction. 3 

Tonsillar concretions occur more frequently than is gen- 
erally assumed. Inspection of the pharynx does not suffice 
to determine their presence. Pressure upon the tonsil will 
frequently bring them into view, and when this manipula- 
tion fails, the introduction of a curette into the crypts will 
often demonstrate their presence. The number of concre- 
tions found in certain cases in which by simple pharyngo- 
scopy I could not even suspect their presence, was quite 
surprising, not less than twelve concretions being removed 
from one crypt. 

The microscopic features and chemical reactions of the 
tonsillar concretions are identical with those observed in 
the concretions occurring in carious teeth. 

The presence of these concretions in tonsillar crypts and 
carious teeth is merely a substantiation of the more general 
fact that leptothrix concretions will form in all those nor- 
mal and pathological recesses of the mouth and pharynx 
which are not reached by the ordinary processes of cleans- 
ing, remain undisturbed by any mechanical action during 
the processes of mastication and deglutition, and are devoid 
of a secretory vs a tergo sufficiently potent to dislodge the 
parasite. 

The establishment of the leptothrix parasite in all the 
follicles of the fauces and the pharynx gives rise to an 
affection accurately portrayed in its clinical features both 
by Mackenzie and Stoerk. The pathology of the affection, 
however, has not been recognized by these authors, inas- 
much as the former characterizes the disease as “exudative 
follicular pharyngitis,” the latter as “‘Seborrhcea of the fol- 
licles of the pharyngeal mucous membrane.” 


CoN WeeC EA SsoIPICATION ORV ITEE: MOTOR 
APreECTIONS;Or-T HE LARYNX. 


By GEORGE M. LEFFERTS, M.D., 


NEW YORK. 


HE time and attention that have, within the past two 

or three years, been paid to the study of the motor 

and sensory neuroses of the larynx, and the many valuable 
communications from earnest and reliable workers in this 
special department of laryngeal pathology, have done much 
to clear away the hazy atmosphere of uncertain statement 
and imperfect knowledge, that has heretofore enveloped 
it. More light, however, is still earnestly to be desired. 
The field is a large one; we have but just commenced to 
till it. Our harvest is still incomplete, and it appears to 
me that our common efforts in this direction will be facili- 
tated by having a common basis to work upon,—a fixed 
point of departure, if we choose to call it so. Rearrange- 
ment of the entire subject and more simplification are 
desirable, not only for present purposes of discussion and 
investigation, but likewise in view of the needs of the 
student, to whom many of us are obliged to present the 
subject as it to-day stands, complicated in an unnecessary 
degree, if we rely upon standard authorities for our infor- 
mation. I believe that our present knowledge warrants the 
change; and in pursuance of this conviction, I venture to 
suggest for the criticism of those who with me are inter- 
ested in the subject, the following new classification of the 
motor affections and neuroses. It covers fully the present 
state of the question. It is subject to future modification 
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or amendment in questions concerning pathology. It does 
away with the old arrangement of the laryngeal neuroses, 
upon the basis alone of the anatomical and physiological 
nature and character of the nervous supply of the larynx, 
and permits of a sharp line of distinction being drawn 
between cases of neuropathic, myopathic and psychic origin. 
These advantages would seem tocommend it. That its use 
will facilitate correct diagnosis, I cannot doubt. 

mil motor affections of the’ larynx’ may be correctly 
classed under some one of the following heads. 


CLASSIBICATION. 


1. Motor paralyses of the larynx, the result of complete, 
usually acute, morbid implication of the nerve centres, or of 
the main nerve trunks, the lesion being either unilateral or 
bilateral, and the vocal cord or cords assuming the “ca- 
daveric’’ position. 

2. Motor paralyses of the larynx, the result of incomplete, 
usually slowly progressive, lesion of either the nerve centres, 
er, more commonly, of the nerve trunks in their course’: 
certain nuclei.of the former, or certain fibrils ‘of the latter, 
alone being implicated, certain muscles alone are paralyzed; 
the abductor muscles of the glottis, possessing a peculiar 
proclivity in this respect, and practically being the only 
ones thus affected, the lesion may be unilateral or bilateral. 

3. Motor paralyses of individual muscles of the larynx, 
the result of implication of certain peripheral nerve twigs, 
by local or intra-laryngeal lesions. 

4. Motor affections of single or groups of laryngeal mus- 
cles, the result of simple myopathic change in said muscles 
of a degenerative character. 

5. Motor paralyses, functional in their nature, the adduc- 
tor muscles being the ones commonly affected, the abduc- 
tors very rarely. 


Pair ols OF ith: VOCAL 2eOR DS. 


By WHITHIELD WARD, A.M, M.D., 


NEW YORK. 


ARALYSIS of the vocal cords may be arranged most 
P conveniently into four classes, each one of which shall 
correspond to one of the four movements characterizing the 
physiological action of the vocal bodies. It is not my inten- 
tion at the present writing to give a thorough exposition of 
these several forms of laryngeal paresis, but simply to allude 
to those varieties concerning which a considerable amount 
of misunderstanding seemingly exists. 

Paralysis of adduction.—Adduction of the vocal cords is 
produced through the direct agency of two groups of laryn- 
geal muscles, viz.: the crico-arytenoidei laterales, and the 
ery tenoideus, the function of ‘the latter being to approxi- 
mate the arytenoid cartilages, and that of the former to re- 
volve these bodies inward when brought together. In order 
that the two forms of paralysis (to be shortly described) may 
be properly accounted for, it is absolutely necessary that 
adduction shall consist of the double action just described. 
That the two vocal cords are approximated in this manner 
I am confident of, having spent considerable time in exam- 
ining the vocal organs of singers with a view of settling this 
point. 

Inearrecent work on the throat, the existence of the aryte- 
noideus as an adductor is almost entirely overlooked, the 
bulk of the work being ascribed to the crico-arytenoidei 
laterales, the only function allowed to the first-mentioned 
muscle, being a slight approximation of the posterior third 
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of the vocal cords. Sucha statement, is to my mind, wrong, 
and could only have been founded on faulty observation. 
Paralysis of adduction may be subdivided into three forms, 
namely: a paresis of the arytenoideus, a paresis of the crico- 
arytenoidei laterales, and lastly, a paresis of the arytenoi- 
deus and crico-arytenoidei laterales combined. Of the last 
variety I shall have nothing to say, because its manifes- 
tations are thoroughly understood. If the arytenoideus 
muscle be alone affected, when an attempt at phonation is 
made, the cords remain along the sides of the larynx, the 
only movement noticeable being possibly a slight revolution 
of the bodies-inward. Of this point I am, however, uncer- 
tain, since I incline to the belief that it is necessary for the 
arytenoids to be brought together before the peculiar action 
of the crico-arytenoidei laterales can be brought to bear 
upon them. 

In many of the works upon the throat which I have con- 
sulted, the only degree of paralysis accorded to the aryte- 
noideus is a slight non-approximation of the lower one third 
or one fourth of the vocal cords. ‘That such a picture does 
often present itself on the mirror there is no question of a 
doubt, but I have considered it as due either to a thickening 
of the mucous membrane located between the arytenoid car- 
tilages, or to a slight inactivity of the arytenoideus muscle 
from strain of the voice, the cartilaginous bodies being only 
partially adducted, sufficiently, however, to allow of their 
revolution by the crico-arytenoidei laterales. 

In the second form of paralysis of adduction, namely, 
that of the crico-arytenoidei laterales, during phonation the 
two cords are brought together by the arytenoideus, but the 
crico-arytenoidei laterales not being able to perform their 
function, that is, the revolution inward of the arytenoids 
and with them the cords, the opening of the glottis repre- 
sents an ellipse instead of the almost straight line seen in 
the normal larnyx, thus forming the type of paralysis styled 
elliptical. The term elliptical, with reference to the larynx, 
is applied almost universally to a paresis of the relaxors of 
the cords, the thyro-arytenoidei. This, I hold to be a mis- 
take, averring that the only variety of paralysis to which this 
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appellation should be applied is that of the crico-arytenoidei 
laterales. I now pass on to aconsideration of paralysis of the 
thyro-arytenoidei muscles, the relaxors of the vocal cords. 
Before we proceed to any consideration of the pathological 
conditions of this group of laryngeal muscles, it will be well 
to glance for a moment into its physiological action. ‘The 
thyro-arytenoidei are the relaxors of the vocal cords. They 
perform this important duty by drawing together the thy- 
roids in front and the arytenoids behind, thus diminishing 
the distance between the points of attachment of the vocal 
cords. The degree in which the cartilages above mentioned 
are approximated is indeed slight, but it is, however, suff- 
cient to admit of a proper amount of relaxation on the part 
of the vocal bodies. 

The theory has lately been promulgated, and seems to 
have taken considerable root, that the function of the thyro- 
arytenoideus is that of tensor, thus totally ignoring the 
crico-thyroid, to which muscular body this important vocal- 
atory movement has been hitherto ascribed. If this theory 
were true, the thyro-arytenoidei would have a dual rédle to 
perform ; that is, they would have to relax the cords at one 
instant, and at the next to tense them, since both of these 
movements are absolutely necessary to the proper use of 
the voice, more especially during singing. That such a per- 
formance on the part of these muscles is impossible, and 
that the thyro-arytenoidei are the only relaxors and the 
crico-thyroids the only tensors—the latter bodies performing 
their duty by drawing the thyroid cartilages directly down- 
ward, thus increasing the distance between the points of 
attachment of the vocal cords—I do not’ for a moment 
doubt, and, therefore, I shall endeavor as tersely and 
clearly as possible to prove the correctness of this state- 
ment. 

In the first place, I look upon the two movements, tension 
and relaxation, as analogous to the two actions, adduction 
and abduction. 

It is an undisputed fact that the two sets of vocal 
muscles representing adduction and abduction are directly 
antagonistic to each other. For an illustration of this 
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point, look at the effect produced when one or the other of 
these groups is in a paralyzed condition. If the abductors 
are the affected bodies, the vocal cords are permanently 
fixed in the centre of the laryngeal tube. Why? Simply 
because no opposing forces are brought to bear against the 
adductors. The reverse of the above statement holds good 
with equal force when the adductors are the seat of the par- 
alysis. 

Now if, physiologically speaking, the two movements, re- 
laxation and tension,are~as [I have stated above, when the 
former group is paralyzed the vocal cords should be, when 
adducted, in a perpetual state of tension, on account of the 
action of the tensors, the antagonism of the relaxors being 
removed. Andagain, if the tensors are the seat of the above 
pathological condition, the cords, when adducted, should be 
permanently relaxed, because of the action of the relaxors, 
the antagonism of the tensors being removed. According 
to my experience, paralysis of tension and relaxation are 
commonly met with, especially among vocalists, from im- 
proper use of the vocal organs. The principal symptoms 
of these affections are maifested in the voice, particularly 
the singing, and consist chiefly in an inability to produce 
certain tones hitherto easy of accomplishment. In the 
mechanism of the voice during the vocalatory act, the higher 
the note to, be rendered. is, placed.on >the scale the tenses 
must be the cords, and the lower the note the more relaxed 
must. be the vocal’ bodies. . Hence, whem tne telaxor muscles 
are paralyzed, the vocalist is unable to sing properly the 
lower notes, because it is impossible for him to relax his 
cords; and again, when the tensors are thus affected the 
singer is unable to produce the higher notes, on account of 
his inability to render the vocal cords sufficiently tense. 

My attention was especially directed toward this subject 
about two anda half years ago by an exceedingly interest- 
ing and instructive case which was submitted to me for 
diagnosis; and as the case bears directly upon the theories 
contained in this article I shall take the liberty of: present- 
ing it. 

Mr. H., aged about 35, consulted me October 16, 1879, 
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at the suggestion of his vocal teacher, to obtain an opinion 
regarding a peculiar defect in his voice. Upon interroga- 
tion I learned the following history. About two years pre- 
vious, after an attack of cold, Mr. H. noticed that in talking 
the tone of his voice had altogether changed; that, while 
previous to his “taking cold” he could talk in the ordinary 
tones of an adult male, he was subsequently unable to lower 
his voice, but was compelled to speak in his upper register ; 
in other words, his voice was the fac-stmile of a boy’s prior 
to the change which occurs at about the age of fourteen. 
The singing voice was likewise similarly affected, it being 
impossible for him to render any of the notes below the 
middle register. 

Thinking that time would mitigate the difficulty, my 
patient pursued no course of treatment other than an 
attempt to regain his lost power by vocalatory exercises. 
This latter procedure being entirely void of good result, he 
was induced to seek medical advice. Such in substance was 
the history of this remarkable and unique case. At the time 
of my first seeing Mr. H., the difficulty above described was 
so Mamiiest, that were I-to have conversed with him: in‘a 
dark room I would most certainly have pronounced him a 
boy of about twelve or thirteen. Upon laryngeal examina- 
tion, I found the larynx comparatively healthy, there being 
but a slight amount of congestion in the tissues adjacent 
to the cords. Upon requesting the patient to say “ah,” I 
noticed that although adduction was performed perfectly, 
the vocal cords were both in a state of great tension,—such 
a condition, in fact, as one would expect to find during the 
rendition of the higher notes of the register. Again and 
again I repeated the experiment, requesting the patient to 
render certain musical tones, with a similar result, each 
successive examination confirming its predecessor. Taking 
into consideration the history of the case as narrated above, 
I was fully convinced that this was an instance of paralysis 
of the thyro-arytenoidei muscles, the relaxors of the vocal 
cords. Notwithstanding I was thoroughly satisfied regard- 
ing the correctness of the diagnosis, I felt that there was 
needed more proof te convince others more skeptical, and 
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after a little cogitation, I hit upon the idea of supplying 
the place of the paralyzed muscles by artificially performing 
their function. AsI have already incidentally stated, if the 
thyro-arytenoidei are inactive, the crico-thyroids, having no 
opposing forces to contend against, will keep the cords in a 
state of perpetual tension, in precisely the same manner that 
the adductors keep the vocal bodies in constant apposition 
when the abductors are paralyzed. The only means of arti- 
ficially taking the place of the relaxors is by pressing directly 
upon the larynx in the neighborhood of the pomum, which 
manceuvre not only relaxes the vocal cords by diminishing 
the distance between the two points of attachment of these 
bands, but also opposes the direct action of the tensors. I 
forthwith made the above experiment, with the happiest 
result; the patient, to his great astonishment being enabled 
thereby to converse in the natural voice of an adult male. 
Immediately, upon my removing the artificial pressure from 
the larynx, the voice ascended, resuming its boyish nature. 
This result proves conclusively two things: jrst, that the 
function of the thyro-arytenoidei is that of a relaxor of the 
vocal cords, and second, that when these muscular bodies 
are paralyzed the cords when adducted are in a perpetual 
state of tension. 

The form of vocal paresis styled “ elliptical’ cannot there- 
fore be produced by a paralysis of the thyro-arytenoidei, as 
stated by most writers upon the throat, but by the inactivity 
of the crico-arytenoidei laterales in the manner described in 
the first part of this paper. 

If the crico-thyroids are the seat of paralysis, the vocal 
cords when adducted are in a perpetual state of relaxation 
from an inability of the tensors to antagonize the relaxors. 
In this affection, the talking voice is not apt to be interfered 
with, because in ordinary conversation very little tension on 
the part of the vocal bands is required. The singing voice, 
however, is seriously compromised, the vocalist being un- 
able to produce the upper notes of the vocal register. This 
latter type of paralysis, is quite commonly met with among 
singers, and generally results from an undue amount of 
work being imposed upon the tensors, or, in other words, a 
straining of the voice. 


Parests of the Vocal Cords. 147 


In concluding this paper, I will submit a summary of the 
principal points advanced therein. 

1. That the arytenoideus muscle is the principal agent 
in the production of the affection styled paralysis of adduc- 
tion. 

2. That elliptical paralysis is caused by a paresis of the 
crico-arytenoidei laterales, through the inability of the lat- 
ter bodies to revolve the arytenoid cartilages inward when 
approximated. 

3. That the thyro-arytenoidei are the only relaxors of the 
vocal cords, and the type of paralysis produced by these 
muscular bodies is characterized by a perpetual tension of 
the vocal bands when adducted. 

4. That the crico-thyroids are the only vocal tensors, and 
a paralysis of these latter muscles is manifested by the cords 
being permanently relaxed when approximated. 


NotTe.—On account of want of space in this Number of the 
ARCHIVES, the publication of the following articles, viz.: On Par- 
alysis of Laryngeal Muscles, by Dr. L. Elsberg, and on Primary 
Nasal Diphtheria, by Dr. S. Johnston, as well as of very interesting 
Clinical Notes, by Drs. Rankin, Setler, Sajous, White, Tauber, 
Chapman, and others, some of them already in print, had necessarily 
to be postponed.— ED. . 


CHRONIC IRRITATIVE HYPERAMIA OF THE 
LARYNX.* 


By WM. C. JARVIS, M.D., 


NEW YORK. 


WISH to call your attention to an affection of the 
larynx which, though it may fail to excite much in- 
terest when taken in a pathological or physiological point 
of view, from its containing few of the complicated causes 
and effects that sometimes induce the physician to attach 
so much importance to diseases of infrequent occurrence, 
nevertheless demands earnest consideration by reason of its 
frequency, persistence, and the distress it occasions. 
Hyperemia of the larynx, as is well known, occurs in 
connection with a number of laryngeal diseases, and is often 
due to an atonic condition of the mucous membrane, brought 
about by certain laryngeal paralyses and other affections in 
this part of the respiratory tract. The form of hyperemia 
I have reference to, is that which accompanies almost every 
case of chronic nasal catarrh, and is caused by the action of 
irritating secretions. I will therefore speak of it as an irri- 
tative hyperemia, since the expression will serve to sepa- 
rate the affection from the other forms of laryngeal hyper- 
zmia. I have observed a tendency on the part of some 
practitioners to include hyperzmia of the larynx under the 
head of chronic and subacute laryngitis. Chronic irritative 
hyperemia of the larynx differs in several respects from 
these affections. 
The distinction between chronic hyperemia of the larynx 
and subacute and chronic laryngitis is, I think, a well- 
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marked one, and of much importance as bearing upon the 
treatment of the former affection. 

In the so-called subacute and chronic laryngitis the 
laryngeal and perilaryngeal mucous membrane is deeply 
congested and of an angry red color; there is often much 
cough, which is sometimes deep and painful. The attack 
generally comes on suddenly, and may disappear in a few 
days. Sometimes it is ushered in by an acute naso-pharyn- 
geal catarrh; at other times a preceding catarrhal inflam- 
mation of the kind may not be discoverable. Localized 
thickenings of the laryngeal folds, ventricular bands and 
true cords are of common occurrence in chronic laryngitis. 
A raucous: voice, is, as a rule, associated with these affec- 
tions. | 

On the other hand, in chronic irritative hyperemia of the 
larynx, the laryngeal mucous membrane is, in the majority 
of cases, not markedly congested, the discoloration in many 
instances being so slight as to be only distinguished by its 
contrast against the whiteness of the true vocal cords. 
Cough is not always associated with this complaint. A sharp 
sound made in clearing the larynx of mucus is, in most 
instances, the only annoyance of the kind complained of. 

The hyperemia may be sometimes so intense as to take 
on a subacute inflammatory condition. 

Chronic irritative hyperemia of the larynx, as the term 
implies, is always a secondary affection, and invariably fol- 
lows in the train of troubles brought about by the existence 
of chronic postnasal catarrh. The existence of a postnasal 
catarrh, does not, however, always imply a state of laryngeal 
hyperemia. Ihe occurrence and extent of the hyperzmia 
seem to be dependent upon the amount of the secretions 
poured into the pharynx. A slight excess over the normal 
amount mayitind an exitithrough’the cesophagus. It is 
when the accumulated mucus becomes so large in amount, 
or the secretions so thick, they cannot be received through 
this natural channel, that an overflow takes place upon the 
delicate structures of the larynx. _ Once in contact with 
these parts, the glutinous mucus acts as a foreign body, and 
by its constant presence provokes a hyperemia. 
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Sometimes the mucus becomes inspissated or even solid, 
in which case it not only acts more powerfully as an irri- 
tant, but also interferes with phonotion. I have in mind 
a case of the kind, in which the movement of one cord was 
so much interfered with as to give rise to a diagnosis of 
recurrent laryngeal paralysis. I was unable in this instance 
to dislodge the obstruction with the spray, but accomplished 
the result by means of a probe. This tendency of the mucus 
to dessicate is especially noticeable in laryngitis sicca. 

Diagnosis.—The diagnosis of hypereemia of the larynx is 
based upon discoloration of the true cords. Sometimes care- 
ful inspection will only show fine markings of congested 
capillaries, running along the free edges or outer margins of 
the cords. In other cases the congestion of the cords will 
be found to be so great as to take on a purplish hue. 
Even in these cases one may fail to discover any marked 
change in the appearance of the mucous membrane in the 
vicinity of the cords. It is this intense form of hyperzmia 
that sometimes gives rise to a most distressing choking sen- 
sation. The feeling, as if of impending suffocation, is most 
apt to come on in the night, awaking those afflicted, and 
sometimes occasioning much loss of sleep. 

An early recognition of this affection is especially im- 
portant in the case of vocalists, who are subject to attacks 
of naso-pharyngeal catarrh. By promptly attending to the 
nasal trouble, one may remove the cause, and thus ward off 
a hypereemia of the true cords, which is almost certain to 
follow the catarrh if it is neglected. A very slight conges- 
tion, by blunting the sharpness of the true cords’ edges, may 
lower the vocal register to an extent seemingly out of pro- 
portion with the amount of existing hyperemia. In con- 
firmation of this fact I have observed elevation and strength 
of voice return, proportionate to the gradual disappearance 
of the hyperemia and clearing up of the edges of the true 
cords. The treatment of this affection, I think, should 
principally be directed to its cause. The indirect cause, in 
this instance, being a naso-pharyngeal catarrh, and the 
direct one an irritating secretion, immediate relief from the 
latter, and subsequent removal from the former agent are 
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called for. If it were possible by means of sprays to keep 
the upper surface of the larynx free from the foreign secre- 
tion, the hyperemia might be kept in abeyance until the 
cause is removed. The rapid and incessant accumulation 
of mucus makes this impossible. 

Turning attention to the nasal catarrh, more or less tur- 
binated hypertrophy will be discoverable, with its attendant 
irritating secretions. The first indication is, naturally, to re- 
move every vestige of hypertrophy that may, in accordance 
with sound judgment, be productive of this secretion. I 
invariably make use of the wire-snare nasal écraseur in- 
vented -by me for this purpose, with which you are ac: 
quainted. It seems to me more stress should be laid upon 
the removal of small hypertrophies which, on account of 
their non-interference with nasal respiration, are permitted 
to remain undisturbed. [I have known discharges, kept up 
by hypertrophied superior turbinated tissue, in no way in- 
terfering with breathing, to cease soon after removal of the 
growth. By means of the écraseur, and transfixion needles 
devised by me to go with it, I have never found any diffi- 
culty in removing nasal hypertrophies, no matter what may 
be their size or variety. My efforts in this direction have 
been followed by most satisfactory results, but I will refrain 
from giving a history of the cases, as it would lead me too 
far from my subject. 

Next in order comes thorough and frequent cleansing of 
the nasal cavities, followed by the application of astringent 
solutions. In my hands insufflation of powders has been 
followed by so much irritation as to discourage me in their 
general use. lIodoform, provided its odor be properly dis- 
guised, seems to possess few of the objections that contra- 
indicate the use of the other powders. In connection with 
the nasal therapeutics, it is often advisable to spray the 
larynx with mild astringent solutions, their application to 
be preceded by the use of acleansing fluid. Coarse and 
powerful cleansing sprays for the nose, and fine cleansing 
and medicated sprays for the larynx, have given me the 
best results. A fair trial of fine and low pressure cleansing 
sprays for the nose has induced me to abandon them as 


RS2 Wm. C. Farvts. 


being of little use. The brush and sponge brought in con- 
tact with the delicate vocal structures are, in my experience, 
even when lightly applied, too irritating. I, however, use 
the brush to apply nitrate of silver to the larynx, but satu- 
rate it well with fluid, and gently press out the solution 
against the edge of the epiglottis. The medicated solution 
will trickle into the larynx and give the desired effect. _ 


fa COMPARATIVE VALUE OR, 2A TOMIZED 
PEUIDS IN Tae TREATMENT +O DiS- 
Peo, Om “Eli. LAR aN 


By |-O. ROE, MD. 


ROCHESTER, N. Y. 


HE use of nebulized fluids in the treatment of diseases 

of the air passages slightly antedates the introduction 

of laryngoscopy, when Sales-Girons, in 1856, presented to 

the Parisian Academy of Medicine his “ Pulvertsateur” 

for the mechanical subdivision of liquids for inhalation, in 

imitation of the fine spray produced as the natural result of 
water falling on a rock. 

So rapidly did this new process, as it was then called, 
come into favor, that it was considered by its advocates 
that every known disease of the respiratory organs must 
yield readily to this new method of local medication, the 
inhalation of finely pulverized solutions into every portion 
of the bronchial track. 

The value of this method of reaching diseased surfaces 
of the otherwise inaccessible portion of the bronchial tract, 
when properly conducted, can scarcely be over-estimated, 
but there is a portion of this bronchial tract, the larynx, 
which cannot by this method of treatment, except in the 
minority of cases, be sufficiently and properly medicated 
when invaded by disease requiring decided treatment. 

A large majority of diseases of the larynx are more or 
less localized. Even in that most common form of laryn- 
@eal disease, chronic laryngitis, it is quite common to 
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find that the greater portion of the resultant thickening is 
more or less defined and limited to certain regions of the 
laryngeal mucous membrane. In other cases the disease will 
be found invading every portion of the laryngeal cavity. 
For the successful treatment of these diseases, 1f localized, 
the medicament should be applied only to the diseased 
surface, since the necessary strength of the agent employed 
would usually be entirely too great to be applied to the 
surrounding parts which are but little or not at all diseased. 
If the disease is general, it is of the greatest importance that 
the remedial agent should be applied to every portion of the 
diseased surface, often into the sinuses of Morgagni as well 
as to the most prominent and projecting parts, and in suff- 
cient strength to produce the desired effect. 

However well theoretically the spray may seem to be 
adapted to fulfil the latter indication, it will be found to 
be practically inefficient ; and in the former cases it is con- 
tra-indicated, except for the application of cleansing and 
sedative solutions. 

Spraying the larynx under favorable conditions is ordi- 
narily accomplished as follows. The tongue is gently 
drawn forward with the thumb and forefinger of the left 
hand while being held in a napkin; with the right hand the 
spray tube is introduced until the point is beyond the border 
of the epiglottis. The patient is now directed to sound “Ah” 
or “E,”’ when the air pressure is quickly let on and the spray 
is thrown directly down to the larynx. There are encoun- 
tered, however, impediments to the accomplishment of this 
apparently simple and easy procedure. We frequently 
meet patients with pendant and deformed epiglottides, thick 
and rebellious tongues, or an excessively sensitive throat 
with practically no control over it. They will often cease 
breathing or making a laryngeal sound, or will begin gag- 
sing or swallowing the moment the instrument enters the 
mouth; or, the moment the spray current strikes the epr 
glottis this valve is forced downward, closing the larynx 
against the possible entrance of any portion of the spray. 
It ts am experience with these cases that has lédisome 
laryngologists to assert that the laryngoscopic mirror is as 
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necessary in spraying the larynx as in using the laryngeal 
brush. 

It is evidently these cases of irritable throats and pendant 
or deformed epiglottides in which Lennox Browne describes 
the patient as giving, “all the time of inhaling, short gaspy 
coughs, with intervals of more severe paroxysms whenever 
the epiglottis is momentarily raised.” 

This author also objects to the use of sprays to the 
larynx, on the ground that they are unphysiological and 
are foreign to the natural function of the organ, that being 
only to afford passage to air. 

In this respect the argument against the laryngeal spray 
is entirely groundless, for it also would hold against the use 
of nebulized fluids in any portion of the respiratory tract, 
whereas their value in the treatment of chronic diseases of 
the bronchi is established beyond question. Other writers 
and practitioners recommend the use of the spray for the 
treatment of diseases of the larynx to the almost entire ex- 
clusion of the brush, sponge, or cotton. 

Not long since, a prominent laryngologist in a very able 
review of Mr. Browne’s work on “ The Throat and its Dis- 
eases,” said: “The laryngeal spray tube, used with a high 
pressure of compressed air, has entirely superseded in our 
hands the use of the laryngeal brush, and with the best re- 
sults. There can be no question regarding the thorough- 
ness, comfort, and even elegance of the method.” (Am. 
Four. Med. Science, Oct., 1878, p. 456.) 

There can be no question in regard to the elegance of the 
method, and scarcely any in reference to the comfort to the 
patient, although in some instances patients have requested 
that the applications of the remedies be made to their 
larynx with the brush, sponge, or absorbent cotton in pref- 
erence to the spray, on account of its unpleasantness to 
them. 

In regard to the thoroughness of the application made by 
the laryngeal spray, I question it, as already stated, and 
for two reasons: Ist. From its apparent want of thorough- 
ness, as judged by observations with the laryngeal mirror 
after the application hasbeen made. 2d. By its real effects, 
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as evinced by the tardiness or almost lack of improvement 
in many cases so treated. , 

Experiments with salt and silver, iodine and starch solu- 
tions show conclusively that the particles of the spray only 
reach the portion on which they strike directly; that there 
is no bounding as it were, of the particles; and that the 
ventricles and other portions of the larynx which.are 
shielded from the direct contact of the spray are, therefore, 
not medicated. 

Also, in cases where the patients were suffering from mild 
forms of general chronic laryngitis I have perseveringly 
used the spray in the most thorough manner possible, but 
with little or no perceptible improvement, when, after a 
very few direct applications of the same remedy with the 
laryngeal brush, sponge, or absorbent cotton thoroughly 
into the ventricles and whole interior of the larynx, im- 
provement and cure quite speedily followed. 

Thus, in the treatment of laryngeal diseases the probang 
(the various laryngeal brushes, sponge-holders, and cotton- 
carriers being but modifications of it) is still an indispen- 
sable instrument, and cannot be superseded by the spray, 
not only when it is desired to apply a remedy to a limited 
portion alone, but when a general and thorough application 
to the whole interior of the larynx is necessary. 


ON THE RELATION OF HAY ASTHMA AND 
CHRONIC NASO-PHAKYNGEAL 
CATAKRR TH. 


By WM. H. DALY, M.D., 


PITTSBURGH, PA. 


Qove observations hereafter to be briefly detailed have 
suggested the pertinent question: 

“Whether we are warranted in believing any case of hay 
asthma purely a neurosis, without first eliminating the pos- 
sible causation due to local structural or functional disease 
in the naso-pharynx.” 

Much of the tone of literature upon the subject of hay 
asthma, hay fever, rose cold, June cold, summer, catarrh, 
autumnal catarrh, or by whatever name it may be called, is 
most doleful, with the dull echoes of clergymen, spinsters, 
bachelors, and others in the easier pecuniary circumstances 
of. life wailing their experiences to one another much like 
good people at a class-meeting. 

A large proportion of the afflicted have a sort of valetu- 
dinarian pride in relating their symptoms, the date of their 
annually recurring attacks, the geographical limits and alti- 
tude of the regions of immunity, and other matters valuable 
to the tourist chiefly. But few, if any, however, have told 
us any thing satisfactory about the results of proper inspec- 
tion of their naso-pharyngeal cavities at the time of their 
suffering, or during the period in which the exciting cause 
is not present in the atmosphere. 
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How many recorded cases are there where any endeavor 
has been made to obtain positive knowledge of the non- 
existence of chronic naso-pharyngeal disease that is sure to 
render them more liable to the irritating influence of the 
annually ripening bacteria or sporules of which they love 
so learnedly to talk and write about as affecting them so 
distressingly from the latter weeksin May till September ? 

Thoroughly practical rhinoscopy is yet in its infancy. 
This is*to some extent. proven by the tact thatanj1375, im 
one of the two London hospitals devoted to diseases of the 
throat, the writer saw but two rhinoscopic inspections (pos- 
terior) made during a period of three months’ attendance 
upon the active work among the “out” and “in” patients. 
Every special worker in diseases of the upper air-pasages 
knows full well how large a number of cases fall under his 
care ultimately, that have been treated for months or years 
with the various snuffs and douches without the slightest 
attempt on the part of their medical attendant to. inform 
himself of the actual condition of the parts by either an- 
terior or posterior inspection by means of the rhinoscopic 
mirror. 

The recorded histories of examinations for local chronic 
naso-pharyngeal disease in cases of hay asthma, among all 
the works the writer has consulted, have been conspicuous 
by their absence. It will therefore not be underrating the 
character of much of the literature on the subject to regard 
it as of little value to the practitioner who seeks for reliable 
information respecting the pathology and medical or surgical 
treatment of the disease. ‘The first deals almost exclusively 
with the exciting or external causes; the second deals in a 
multitude of remedies, which at best rarely serves more than 
to divert the minds of patients with occupation about 
themselves. 

That diseases have symptoms by which we recognize 
their characteristics, progress, and peculiar manifestations, 
is a postulate which is no less true than that they also have 
a distinctive pathology, and for a knowledge of the latter 
we ought to seek, in each individual case, whether the teach- 
ings we have received or the preconceived notions we may 
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have entertained are satisfactory or not. It seems, how- 
ever, that the real pathology of hay asthma has invariably 
been obscured by leaving the subject of the possible exist- 
ence of intrinsic local disease to take care of itself, while 
the investigator has, with the microscope, endeavored to 
work out the exciting external or atmospheric causes. It 
is a simple matter to look into the naso-pharyngeal cavities ; 
then why is this proper measure so neglected? It would 
consume but little of the time required to construct or 
study abstruse theories that are practically useless since they 
have led to no valuable results. ° 

Let me ask that patients suffering from hay asthma 
be thoroughly inspected, and if evidence of chronic in- 
flammatory naso-pharyngeal disease and its resultant de- 
rangement of sensibility and secretion exists, treat it, los- 
ing sight, as far as possible, of the exciting or atmospheric 
cause, that can in no wise be removed without removing 
the patient. 

If hypertrophic enlargements of the mucous membrane 
in any part of its distribution are found, reduce them or re- 
move them entirely. 

If polypi or polypoid growths are found, remove them, 
cauterizing thoroughly the bases of the growths. 

If there is chronic disease of any kind whatsoever, put 
the parts in order, and thereby enable them to withstand the 
extiting influence of thé next recurring: crop ‘of’ bacteria. 
A preternaturally irritable condition of the parts, from any 
disease whatsoever, will render them liable to respond to 
the effect of influences that would be entirely innocuous if 
applied to healthy tissues. If we restore the diseased tis- 
sues to a healthful condition, and hay asthma recurs, then 
we are warranted in considering the individual case a neuro- 
sis, and not otherwise. 

The histories of the following cases show beyond doubt 
that the annually recurring attacks of hay asthma were not 
so much the result of the mere presence of bacteria in the 
atmosphere as the fact that these bacteria had their peculiar 
effects upon parts rendered susceptible to their irritating in- 
fluences by chronic local disease of the naso-pharynx. 
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The correctness of this view is proven by the immunity 
enjoyed after the patients had been successfully treated for 
chronic local disease of the naso-pharynx. And it is this 
rather unexpected and gratifying result which must serve as: 
my excuse for drawing the attention of the profession to 
this class of patients, with the desire of stimulating more 
extended observation with reference to what I have denomi- 
nated the intrinsic causes of hay asthma, as distinguished 
from the extrinsic or exciting causes. 

The intimate relationship existing between hay asthma 
and chronic naso-pharyngeal catarrh in a large proportion 
of cases I firmly believe, and my belief is based upon the 
following cases that have, up to this time, been permanently 
cured, in addition to others in whom the treatment was un- 
satisfactorily prosecuted, but who also bid fair to have at- 
tained results equally flattering. 


Case 1.—J. M. A., merchant, ztat. 41, had been affected with 
hay asthma annually for 21 years, requiring him to leave his home 
for one of the many reputed regions of safety before the 15th day 
of June, or suffer the consequences. Circumstances had more 
than once compelled him to endure the latter, to his serious dis- 
comfort. Consulting me during December of 1878 for some im- 
pairment of hearing in the left ear caused by impacted cerumen, 
the history of his case was casually given me regarding his annual 
attacks of hay asthma. Inspecting his nares, I found, notwith- 
standing good breathing capacity, he had a hypertrophic growth 
upon each of the inferior turbinated bones at their anterior ends, 
the slightest touch of which with the probe caused bleeding and 
severe fits of sneezing. He gave a history of alternate dryness 
and discharge from the nares, but had never suspected the exist- 
ence of any chronic disease of the parts sufficient to cause structu- 
ral change. Destruction of the growths was accomplished with 
the galvano-cautery, and treatment during the next three months 
resulted in a great diminution of the hypersensibility of the nasal 
mucous membrane. The question was later asked, as to what 
would be the prospect of immunity from the expected attack of 
hay asthma. While giving him no encouragement, I advised him 
to wait and see. The dreaded r5th of June, 1879, was passed at 
home. ‘The summer and autumn passed also, and the spring and 
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summer of 1880-81 were all passed at home, without any recur- 
rence of hay asthma. 

Case 2.—D. T., manufacturer, tat. 29, an acquaintance of the 
former patient, presented himself for consultation in January of 
1880, giving a history of recurring hay asthma for 6 years. He 
had a hypersensitive nasal mucous membrane, and dipping 
middle turbinated bone of left nasal cavity, upon which was a 
sessile mucous polyp the size of an army bean. He had also a 
generally thickened condition of the mucous membrane of the 
naso-pharynx. The polyp was removed by evulsion, its base 
cauterized with glacial acetic acid, and the catarrhal condition 
relieved by semi-weekly applications of cleansing and astringent 
applications, with occasionally a quick light brushing of the more 
sensitive parts with Churchill’s solution of iodine. The following 
summer passed without a recurrence of hay asthma, and the 
winter of 1880-81 also passed without even a slight cold in the 
head, the latter an experience he had rarely known before. 

Circe 2.—H, P., etat. 38, a wood turner by trade, had suffered 
with hay asthma for 15 years, and was induced by his physician 
to change his occupation in the belief that the dust and hot. 
weather together superinduced the recurrence of hay asthma. 
Being a vocalist of some ability, he finally became aware of some 
impairment of the voice, and consulted the writer as to its cause. 
A removal of thickened tissues upon part of the middle and inferi- 
or turbinated bones of both nasal cavities brought about an im- 
provement of voice, and, what was not altogether unhoped for, an 
entire immunity from hay asthma. 


The points in the foregoing cases which it is hoped are 
worthy of note are: 

ist. That in a proportion of cases there is an intrinsic 
condition of local chronic disease upon which the exciting 
cause acts with effect. 

2d. Without this intrinsic local disease the exciting cause 
is innocuous. 

3d. The patients believed they were only slightly, if at 
all, affected with naso-pharyngeal disease of a chronic 
character. 


CLINICAL NOTES: 


NINE CASES OF LARYNGEAL ‘CYST. 


By LOUIS ELSBERG, M.D., 


NEW YORK. 


CasE 1.—January 17, 1866, Philip R. W., zt. 31 years, born in 
America of German parentage, consulted me on account of a 
hoarseness which had commenced about six weeks previously and’ 
steadily increased in spite of all sorts of home remedies and 
physician’s treatment. Since early manhood he has chewed a 
great deal of tobacco, but has always enjoyed good health until 
about two years ago when he began to suffer from dyspepsia and 
flatulence.. He is forced to be careful with his diet and to take 
purgatives occasionally. Unless he neglects himself in these re- 
gards, he feels at present no trouble except in his throat. This 
has been sore from time to time during the last two years. 

I found evidence of naso-pharyngeal catarrh, and a small shin- 
ing projection of his left vocal band into the rima glottidis. Per- 
fect approximation of the two vocal bands was made impossible 
by this projection, and the hoarseness became thus explicable. 
Examination showed the projection to be greatest in the middle 
of the band and to slope gently toward each end; it was semi- 
translucent, and elastic to the touch of a probe. 

I had just received Von Bruns’s steel-wire, sharp-pointed laryn- 
geal knife, and as the patient bore the intralaryngeal use of the 
probe perfectly well, I introduced Bruns’s instrument and fortu- 
nately transfixed the tumor. The patient complained of sharp 
pain and of an irritation which lasted several days with constant 
necessity for clearing his throat, cough and slight expectoration ; 
but the hoarseness had disappeared almost immediately with the 
withdrawal of the knife and never returned. (The treatment of 

162 


Clinical Notes. 163 


his catarrh was very tedious, but after about two years and a half 
successful.) 

CasE 2.—On May 16, 1866, Miss Julia B., a professional 
singer, was brought to my office by Dr. Charles A. Budd, and 
presented on laryngoscopical examination an almost perfect du- 
plicate of the image seen in Case r. Like Mr. W., she had a tumor 
_in the middle of the free border of the left vocal band, largest in 
the centre and gradually decreasing toward each end, smooth, 
shiny, translucent, and elastic to the touch of the probe. Her 
hoarseness was at the time of her visit worse than that of Mr. 
W., and it had this peculiarity that having commenced about six 
months ago, it had twice suddenly disappeared completely during 
the arduous exercise of her profession but as suddenly returned, 
and each time after a shorter interval. 

I had much more trouble in introducing Von Bruns’s knife in 
her case than I had hadin the former. Jn the course of a week’s 
practice I succeeded in thoroughly puncturing the tumor. It 
collapsed, and in a few days disappeared entirely and the voice 
became clear. Unfortunately the cyst filled again. The patient 
did not come to see me for a little while; but when she did I 
found the tumor as large as before. I then removed a portion of 
it with my cutting forceps. After the parts recovered from the 
irritation, the affected vocal band assumed a normal appearance, 
and the voice has remained good ever since. 

CasE 3.—Dec. 21, 1866, Mrs. S., 27 years of age, ordinarily in 
good health, commenced to have a feeling of “a foreign body in 
the throat” early in the past summer. While in the country, 
difficulty of swallowing arose, to which were soon added loss of 
singing voice, deepening and roughening of talking voice, rasping 
of the throat, and cough. All these phenomena had persisted and 
had lately become worse. I recognized as their cause a tumor of 
the size of a cherry-stone attached on the lingual surface of the 
epiglottis, looking into the right vallecula. It depressed the 
epiglottis unsymmetrically ; sometimes it projected beyond the 
free border of the latter, and sometimes it seemed to point toward 
the tongue. Immediately on evulsion, a few days later, of a small 
portion with the forceps, the tumor collapsed and some glairy 
and a little bloody liquid exuded. Soon all unpleasant symptoms 
disappeared never to return. Two weeks later no traces of the 
tumor or of the operation were discoverable. 

Case 4.—February 1, 1867. M. W. L., xt. 39 years, actor, 
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was sent to me by Dr. Henry F. Quackenbos becauge he had 
been very hoarse for a little over three weeks. Previous to this 
attack his voice has always been clear and strong. He has always 
enjoyed good health except having had venereal disease in youth. 
He comes of a long-lived and healthy family ; and though he used 
to live fast, he is now very temperate, not having taken liquor of 
any kind for three years and ten months. He gave up drinking 
after a grand spree which made him very weak for a considerable 
time. His voice became affected then and has since never been 
as strong as it was before. His general health now is excellent, 
appetite good, bowels regular, sleep undisturbed. Tobacco he 
uses by both chewing and smoking to a considerable extent. 

I found the whole pharyngo-laryngeal mucous membrane slight- 
ly inflamed ; the prominent and direct cause of the hoarseness was 
a pea-sized, opaline, pearly-looking tumor that appeared to issue 
from the right sacculus laryngis, or to be attached to the ventricle, 
and nearly lying on the right vocal band. I diagnosticated this 
tumor as a cyst, and after a little preparatory education of the 
parts made an incision into it with my covered laryngeal knife, 
whereupon its contents wereevacuated. I treated the whole mu- 
cous membrane with local applications. The patient was dis- 
charged cured on February 16th. 

Case. 5.—Oct. 28, 1869, Le R., of Stapleton, Staten. Island, 
et. 38 years, dry-goods merchant, was sent to me by Dr. Walser, 
of Staten Island, on account of an irritating cough, for which no 
pulmonary or bronchial cause could be assigned, and which from 
its peculiarities appeared to be laryngeal. He feels a scratching 
or tickling somewhere in the region of the larynx, and then must 
cough, sometimes for half an hour or an hour, until he is com- 
pletely exhausted. He gets up usually a little phlegm as the re- 
sult of his cough. He may have two, three, or more coughing 
spells during the day, and a still larger number during the night ; 
horizontal position seems to cause them, and still more any exer- 
tion, as going up hill, or up stairs, or sometimes even mere walking. 

I found two translucent projections, one from the covering mu- 
cous membrane of the right arytenoid cartilage, and one from the 
posterior part of the right ary-epiglottic fold. The arytenoid tu- 
_mor was the size of a pepper-corn, the other was more elongated. 
Both were obviously vesicular, and so near together that I im- 
agined their contents might communicate. This did not seem to be 
the case, however ; I could indent either with a probe, but no 


Clinical Notes. 165 


amount of pressure on one would make the other swell out. 
While engaged in these experiments, the arytenoid cyst broke and 
discharged a large drop of sticky, jelly-lke matter. A few days 
later I excised the top of the other tumor, from which thereupon 
some matter similar to the first exuded. Neither cyst has filled 
again, but rough and sore spots remained in their places in spite 
of careful local treatment. In 1870 the patient went to Europe. 
A few years later I again examined him, and although the cysts 
had not refilled, their sites were still plainly marked. In the 
course of some years more the patient became very asthmatic, and 
in 1880 came under my care again. The two former cysts had 
then not refilled, but there seemed to me to be several others 
lower in the air-passage. 

Cask 6.—About the beginning of May, 1870, I was consulted 
by L. McK., zt. 35 years, a mechanic, with a voice so peculiarly 
husky that I conjectured before making a laryngoscopic examina- 
tion that he perhaps had a morbid growth on the edge of a 
vocal band. According to his account he:had had the huskiness 
for 13 years. It had come on suddenly and without a known cause. 
The mirror confirmed my conjecture. It showed a small, smooth, 
spindle-shaped tumor in about the middle of the right vocal band, 
just such a tumor as Sommerbrodt has described in 1872, and 
again in 1880, and as I had already become acquainted with in 
1866 (cases 1 and 2). : 

Its color was tendinous white, the same as the vocal band 
itself, and I diagnosticated its contents to be more or less 
liquid from its indentibility and elasticity under the touch of a 
probe. As the patient was rather difficult to examine, and the 
epiglottis not very well disposed, I instructed him how to prac- 
tise so as to make the parts more tolerant to examination and 
operation. After having seen the patient only once (I made 
no note of the exact date, though I occupied myself for nearly 
two hours with him), I went to Washington, became very sick, 
left“1or. Europe, returned to this city in July, 1872, but lost 
sight of the patient until September 17, 1873. Laryngoscopical 
examination on that day proved the tumor to have undergone 
no perceptible change in size, appearance, or any other respect ; 
and his voice was exactly as it had been three years previously, 
aeras, according to the patient's statenrent, it had been for 
over sixteen years. 

After many unsuccessful trials I succeeded in making several 
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incisions into the little tumor with my laryngeal lancet ; its 
cystic nature was then proved by the evacuation of some thick 
liquid. The cuts soon healed, but for about three weeks the 
vocal band showed traces of the existence of the tumor ; grad- 
ually it became as smooth and straight-edged as the other vo- 
cal band, the peculiar huskiness disappeared, and his voice has 
been clear and strong ever since.’ 

Case 7.—March 7, 1874, Mrs. J. H. et. 24 years, who had been 
troubled with her throat for several years, feels the presence of 
a foreign body which annoys her all the time ; most, however, in 
swallowing, less in talking, but interferes a little with breathing. 
This foreign body I found to be a tumor of the size and shape of 
a small hazel-nut, in the left vallecula, pressing on the root of the 
tongue in front, and still “more on the epiglottis., “i had* ihe 
peculiar shiny look of a cystic tumor, and examinations with the 
finger and probe showed it to be soft, elastic, and probably fluc- 
tuating. I made a free incision into it, evacuated its contents, 
and passed a probe coated with nitrate of silver into and all 
around the interior. The part soon healed, all her troublesome 
throat symptoms vanished, and there has been no return. 

Case 8.—May 25, 1875, Amelia P., unmarried, consulted me on 
account of a huskiness of voice, which on slight exposure to cold 





*T must not fail to point out that this case illustrates the erroneousness of two 
points generally believed regarding cystic tumors of the vocal band, viz.: 1, 
that they always are transparent or translucent ; and 2, that they always rupture 
spontaneously. Both points are prominently brought forward by Dr. Lefferts 
(‘‘ True Cyst of the Vocal Cord,” Mew York Medical Record, March 12, 1881, 
p. 289). As to the first he goes so far as to claim that the peculiar translucent 
appearance ‘‘ alone serves to distinguish them from the other varieties of intra- 
laryngeal neoplasm ” ; upon the second he based his advice to his patient, viz., 
‘* that two courses were open to her so far as treatment was concerned : first to 
allow the removal of the little growth * * *; and second, to leave it un- 
disturbed until it had attained a certain size, when it would spontaneously 
rupture and disappear; that such was the natural history of the affection, the 
time of the latter occurrence being indefinite, but that there was no danger 
to her in delay.’’ His patient naturally chose the latter alternative and the 
result verified his prognostication, for three weeks later the cyst burst spon- 
taneously and disappeared. No return is reported. Dr. Heinze (these AR- 
CHIVES, vol. i, p. 25) expresses himself much more guardedly and correctly. He 
had a patient who suffered from repeated attacks of hoarseness which would 
suddenly disappear. He says: ‘‘I am enabled to deduce the following as an 
additional, and, whenever present, characteristic symptom of cyst of the vocal 
band, vix.: that the voice, affected by the tumor, suddenly or very rapidly im- 
proves, on account of the spontaneous rupture of the cyst, emptying of the con- 
tents, and shrinking of the sac, as certainly happened repeatedly to my patient, 
causing the remarkably sudden or quick clearing of his voice.” In this case of 
mine the tumor was not at all translucent, and after having ‘‘ attained a certain 
size’ remained stationary for sixteen years until I operated it. There is doubt- 
less in different cases a difference in the toughness of the walls, and in the con- 
sistence and other characters of the contents of the cysts. 
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or excitement changes to almost complete aphonia. Ordinarily, 
respiration is unaffected and there is no cough, but with the loss 
of voice comes usually a little cough and sometimes slight tight- 
ness of breathing. The laryngoscope showed a globose tumor of 
the size of a large pea, shiny white and translucent, attached to 
the floor of the left ventricle of Morgagni. When the parts became 
tolerant enough to allow a probe to be properly introduced, it was 
easy to prove the indentibility and elasticity of the tumor and to 
make the diagnosis of cyst indubitable. On June roth, I removed 
it by means of my cutting forceps, and without further treatment 
the patient’s voice became and has remained clear. The cyst 
never recurred. 

CASE O.=— Sep 30, 1o79, Nr. Eh G., st. /22 vyears, caine. to me 
complaining of pain or rather painful sense of pressure on swallow- 
ing. He had for nearly seven years felt that something was the 
matter with his throat, but until lately, say three or four months, 
the sensation was only one of comparatively slight annoyance. He 
now distinctly feels something sticking there. Occasionally it 
makes him cough and gag; the former especially while lying 
down, and the latter when he wants to clear his throat. Whenever 
he swallows he is made painfully aware of something in the way. 
I found a reddish-white, glistening cystic tumor, of the size of a 
grape, attached to the middle of the epiglottis, hngual surface, 
coming to within a sixteenth of an inch of its upper border, which 
z. e., the tumor, I excised by means of properly curved scissors. 

On Sept. 11, 1879, Dr. Wunderlich of Brooklyn sent me a lady 
on whose right vocal band I discovered a small vascular tumor, 
blood-red in color and of the size of a large bead. A number of 
years previously I had seen a similar tumor, but these two cases of 
angioma, though in a certain sense cystic tumors, do not belong 
to the casuzstiqgue of laryngeal cysts. 





TWO: CASES, OF LARYNGEAL CYSTS, 


By RICHARD C. BRANDEIS, M.D., 


NEW YORK. 


Case 1.—On January 8, 1882, I was consulted by Mr. H. B., 
aged 35 years, who gave me the following history : He is a mer- 
chant by occupation, but for a number of years has devoted much 
time to the cultivation of his voice. Until the summer of 1879, 
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his voice was perfect, but at that time he contracted an inflamma- 
tion of both middle ears, by exposure while sea-bathing. He im- 
mediately placed himself under the care of a skilled aurist of this 
city, who soon restored his hearing, but since that time his voice 
had never been so clear and reliable as before. Mr. B. has been 
afflicted with prolonged attacks of hoarseness which never disap- 
peared entirely, and when he first called on me I found him com- 
pletely aphonic. The patient had never suffered any pain in his 
throat or larynx, and judging from the above data, I was prepared 
to find him suffering from chronic laryngitis. 

On examination I founda chronic follicular pharyngitis, particu- 
larly marked in the lower part of of the pharynx ; the tonsils were 
normal, and there were no signs of nasal disease. On applying 
the laryngoscope, I found the vocal cords reddened and thickened, 
and a small semi-spherical tumor situated on the right ventricu- 
lar band, at its free border, just above the processus vocalis of the 
corresponding vocal cord. On phonation, the tumor was forced 
upward and outward, but during passive respiration returned to 
its former position. It was broad-based and the size of a small 
pea; was flesh-colored, and on careful inspection I could see 
small vessels ramifying on its surface. 

I touched it with the laryngeal probe and found that I could 
readily indent it, but as soon as the instrument was removed the 
tumor resumed its original shape. There was now no doubt as to 
the nature of athe growth ; it was a cystic tumor of the larynx; I 
incised it by means of Schreetter’s sheathed laryngeal bistoury, and 
saw some glairy mucus exude from the wound. I now applied 
pressure by means of the laryngeal probe, and was pleased to find 
the walls of the tumor collapse entirely. After this I made an ap- 
plication of the pernitrate of iron, and instructed the patient to 
call again within two or three days. 

On January rith, I saw Mr. B. again, and found that the cyst 
had not refilled, and that the patient’s voice was partially restored. 
The day after, Mr. B. left for the West, and did not present him- 
self again until the 27th ult. He then told me that his voice had 
improved considerable for four or five days after his departure, 
but since that time had become much worse. At his visit he was 
as aphonic as when I first saw him. On examination, I found 
that the tumor had regained its original size and was even more 
tense than at first. I now introduced Mackenzie’s forceps and, by 
evulsion, tore away the greater part of the cyst wall ; after the mu- 
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cus had been removed I applied the nitrate of silver, in sub- 
stance, and cauterized the cavity thoroughly. There was some 
reaction : slight pain during the two following days, but it soon 
subsided, and since that time there has been a steady and marked 
improvement in the condition of the larynx. 

At the time of writing there is not a trace of the cyst visible, 
and the voice is in better condition than it has been for several 
years, and the patient hopes soon to be able to sing again. 

CASE 2.—Emma Zerr, of East. Brooklyn, N. Y., aged 11 years, 
was brought to me on March 11, 1880. She complained of 
slight difficulty of deglutition and of the presence of a foreign 
body, which she referred to the base of the tongue. This caused 
her great annoyance, The mother informed me that this con- 
dition had obtained for several months, and was first supposed to 
be caused by a fish bone in the throat. The child had been ex- 
amined by the family physician, who failed to elicit the cause of 
the trouble. 

I proceeded to introduce the tongue-depressor and examined 
the pharynx, but failed to find any thing abnormal, with the ex- 
ception of a mild granular pharyngitis. After depressing the base 
of the tongue firmly, I noticed a pale, flesh-colored growth occu- 
pying the left vallecula and extending from the median line to 
the left glosso-epiglottic ligament, laterally ; its antero-posterior 
diameter was fully a third of an inch. 

I now applied the laryngoscope and found that the tumor was 
attached to the left anterior surface of the epiglottis, and was 
as large as a grape. It was broad-based, soft in consistency, 
being easily indented by means of the laryngeal probe, and 
on palpation by the two index fingers gave distinct signs of fluctu- 
ation. 

The cavity of the larynx was not visible, as the tumor depressed 
the epiglottis to such a degree that no light could be thrown into 
it. There was, however, no hoarseness, dyspnoea, or cough. 

I made a diagnosis of cystic tumor of the epiglottis, and 
proceeded to remove it as follows: Adjusting a proper oral 
speculum, which depressed the tongue from tip to base, and 
brought the cyst well into view, I caught hold of it by means of 
a vulsellum, and with a long, curved uterine scissors I cut off a 
large piece of the superior wall. There was a considerable 
efflux of white, glairy mucus, followed by some bleeding. This 
was soon checked by a spray of tannic acid, and I then found 
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that the tumor had entirely collapsed, its walls filling up only a 
part of the vallecula. I suggested a more thorough removal of 
the tumor but failed to get consent. 

I saw the patient again on the 18th of the month, and at that 
time there was barely a trace of the cyst visible. Its walls were 
completely atrophied and there was not the least discomfort. 

I have seen the patient from time to time since the operation, 
but have found no cause for further interference. 

(CaAsE 3.)—While serving as clinical assistant at the Hospital for 
Diseases of the Throat and Chest, Golden Square, London, in 
1878, I had occasion to examine a patient in the service of Dr. 
Edward Woakes, who had a small cyst situated on the superior 
border of the epiglottis,. It was about tthe size of a No.6 bird 
shot and did not cause the slightest inconvenience, the patient 
having presented himself for the treatment of an otitis media 
purulenta. While manipulating the cyst it burst and all traces of 
it disappeared. 

Histologically, cysts of the larynx and its appendages present 
the same appearance as like tumors found on other mucous mem- 
branes. They are caused by the constriction or occlusion of one 
or more of the excretory ducts of the mucous glands. ‘The secre- 
tion is not able to find exit, accumulates, and distends the ducts 
to such an extent that there may ensue a detachment of the 
mucous membrane from the subjacent submucous tissue. The 
tumors thus formed vary greatly in size, the majority of cysts 
being no larger than a pea, although Sommerbrodt (Breslauer 
Aerstliche Zeitschrift, No. 10, Mai, 1881) and Beschorner (Berliner 
Klin. Wochenshr., No. 42, 1877) have described laryngeal cysts 
which had become as large as a cherry. My experience, though 
limited, teaches me that a radical extirpation of the tumor guar- 
antees future immunity from any similar trouble. 


CASE OF CYSTIC DUMOR OF THE. EPIGLOTTIs. 


By ETHELBERT CARROLL MORGAN, A.B., M.D., 


WASHINGTON, D. C. 


Mrs. L., aged 59 ; Italian; applied for treatment June 21, 1881, 
and stated that she had pursued out-door vocations for many 
years ; had usually enjoyed good health, and had experienced but 
little sickness during life. The most annoying symptom com- 
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plained of was a violent paroxysmal cough, unaccompanied by 
expectoration, frequently resulting in nausea or vomiting, dis- 
turbing her repose at night, and producing general debility, 
anorexia, and disgust for food. 

Physical exploration proved the lungs to be in good condition, 
any slight disturbance existing, being in my judgment attributable 
to the interference of the tumor, implanted on the epiglottis, with 
respiration. 

There was no syphilitic history, no pain, dysphagia, or dys- 
phonia ; but there was present the sensation of a foreign body in 
the throat, and a constant desire to swallow such body. 

Mrs. L. had long been under medical treatment, and finally 
came under the professional care of Dr. P. H. Heller, who exam- 
ining her laryngoscopically discovered the tumor. Dr. H., upon 
his departure for Colorado in June, referred the patient to me, 
since which time she has been under constant observation. 

Upon examination, the tonsils, palate, and pharynx were found 
to be normal; but on forcibly depressing the tongue, a white 
glistening body became visible in front of and attached to the 
epiglottis. The laryngoscope readily revealed a pearly, well- 
filled cyst, springing from the central portion of the lingual surface 
of the epiglottis, and extending by a broad base to the right of the 
median glosso-epiglottic ligament, and into the floor of the right 
vallecula. The free edge of the epiglottis was perceptibly thick- 
ened on the left, and the mucous membrane in the vicinity of the 
growth normal, but was here and there coursed by a varicose vessel. 

The cyst itself was as large as a buck-shot, had an opaque, 
pearl-like investing membrane, was freely movable and compres- 
sible by means of a laryngeal probe. 





Digital touch also showed that the tumor was elastic, and the 


epiglottis very yielding. The vocal bands were normal, but a 
slight inter-arytenoideal thickening was noticed. 
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Dr. Robert W. Shufeldt, U. S. A., kindly executed the accom- 
panying drawing, and as the patient tolerated laryngoscopic 
manceuvres admirably, the cyst was on many occasions exhibited 
to medical friends at my office, and to students in my clinics at 
Providence Hospital and the Central Dispensary. 

I decided to remove the growth, and endeavored to puncture 
or incise its walls by means of a laryngeal bistoury ; but found 
the sac so tough and resisting, and the epiglottis so movable as to 
render the above method impracticable. 

I now determined to extract the tumor by means of forceps, 
and in the presence of Dr. Shufeldt, with a pair of Fauvel’s laryn- 
geal forceps and by the aid of the laryngoscope, I seized the 
cyst and tore it from its epiglottic attachment. 

When the slight hemorrhage which followed had subsided, 
the cyst-pocket was thoroughly cauterized, by means of a curved 
aluminium sound, upon which crystals of silver nitrate had been 
fused. My patient was directed to employ a sedative gargarism 
of aconite, sodium biborate, glycerine, and orange-flower water, 
and to subsist on non-irritating liquids or semi-solids. 

For three days after the operation the patient did well. There 
was slight odynophagia and tumefaction of the epiglottis in the 
neighborhood of the removed cyst. 

On the sixth day the odynophagia consequent upon the opera- 
tion disappeared. : 

On the fifteenth day the cough had greatly subsided, the: sensa- 
tion of a foreign body in the throat is absent, respiration is 
normal, her appetite and spirits have improved; and at this 
writing, February 15th, there is no sign of @ recurrence: of the 
cystic growth, so long the hidden and undiscovered source of so 
much distress and inconvenience. 

During the eight months the cyst was under observation it did 
not increase perceptibly in size, and caustic and astringent appli- 
cations apparently served only to augment the irritability of the 
throat and the frequency of the cough. 


NINE CASES OF TUMOR OF THE NASAL SEPTUM, ANTERIORLY. 


By D. BRYSON DELAVAN, M.D., 
NEW YORK. 


Judging from the scarcity of literature upon the subject and the 
comparative rarity with which such cases are seen in clinical prac- 
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tice, tumors of the anterior nares are rare. That they do occur, 
and that their presence may be attended by such important and 
even by such disastrous results as to make them worthy of es- 
pecial consideration, is evident from the history of the following 
cases. 

CasE 1.—Fibroma. 

De, aged 16>: Ireland. Family history excéllent.' No 
heredity. Patient always perfectly healthy until four months 
before examination, when he first noticed a small excrescence, 
about a quarter of an inch in diameter, situated upon the right 
side of the septum nasi, one and one half inches upward and. 
backward from the meatus, and nearly opposite the middle turbi- 
nated bone. At this time there was slight soreness in the region of 
the tumor; no epistaxis. About a month later bleeding set in and 
the hemorrhages became progressively more frequent and more se- 
vere. ‘There was never a loss of more than two ounces at any one 
time, but the bleeding occurred nearly every day, to the great 
detriment of the boy’s general condition. Meanwhile the soreness 
increased, but the pain was at no time very severe, and never lan- 
cinating in character. Finally, the right naris became entirely 
occluded. 

When first seen patient showed all the signs of profound ane- 
mia: pallor, emaciation, great debility, feebleness and inequality 
of heart’s action, dyspnoea on slight exertion, insomnia, anorexia, 
constipation, dyspepsia, and marked mental dulness. 

The pharynx and the left nasal fossa were normal, but upon ex- 
amining the anterior nares there appeared in the right side and in 
the location above described a body which filled the nostril to 
such an extent that respiration was completely stopped. ‘The sur- 
face of this tumor was nodular, its color dull purple, and its con- 
sistence only moderately firm. It was distinctly pedunculated, 
the pedicle being about one third of an inch in diameter. Pro- 
fuse hemorrhage followed the slightest irritation. The removal of 
the tumor was easily accomplished by means of the Jarvis 
écraseur. The operation was attended with but little pain, and 
with the loss of less than half a drachm of blood. One application 
of chromic acid was made over the site of the tumor, and the patient 
directed to wash the nostril with an antiseptic solution three times 
a day. Appropriate constitutional measures were also prescribed. 
The wound upon the septum healed rapidly and completely, and 
within ten days both the local and general conditions were so far 
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improved that further medication was unnecessary. Since the re- 
moval of the tumor to the present time (ten months) there has not 
been the slightest recurrence of hemorrhage, nor has there been 
any return of the growth. During this time the general condition 
has been excellent. Microscopic examination of the tumor showed 
it to be covered with mucous membrane having a horny layer. 
Its substance consisted of a central band of fibrous tissue which 
gave off small branches extending to the periphery. These branches 
encased numerous and very large groups of lymphoid cells, the 
area covered by the latter being in excess of the former in about 
the proportion of 4 to 1. -.Each group of lymph cells surrounded 
either a blood-vessel or a lymphatic vessel, with both of which the 
tumor was abundantly supphed. The growth was apparently a 
lymphadenoma. In reality, however, it was a pure fibroma, the 
unusual proliferation of the lymphoid elements being the result of 
the constant mechanical irritation to which the tumor was sub- 
yected, 

CasE 2.—Vascular myxoma, 

EE, A., aged 30. Single. Patient has always been delicate, and, 
since a child, has been subject to epistaxis. About four years be- 
fore the date of this examination the hemorrhages began to be 
localized in the anterior part of the left nostril. They also be- 
came more frequent and more severe. ‘Iwo years later a small 
bright red tumor made its appearance in the left nostril, at the 
junction of the septum with the ala and about three fourths of an 
inch from the meatus. This tumor increased slowly in size, but 
caused no pain whatever. The slightest irritation of its surface, 
such as would arise from sneezing or blowing the nose, resulted in 
epistaxis, sometimes severe and long-continued. The tendency 
to hemorrhage always increased with any deterioration in the 
general condition. 

When first observed patient appeared anzmic, irritable, and 
depressed. Menstruation regular, but somewhat profuse. Com- 
plained of pain in the back, trifacial neuralgia, dyspepsia, and 
occasional weakness of the heart’s action almost amounting to 
syncope. KRhinoscopic examination showed that the naso-pharyn- 
geal mucous membrane was in a generally hyperezemic condition. 
In the right nasal cavity, situated as described above, was a 
growth having a diameter at its base of about three quarters of 
an inch and an apparent elevation of three eighths of an inch 
above the surrounding tissue. Its surface was nodulated and its 
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color a bright red. From it radiated in all directions many super- 
ficial blood-vessels of large size. It was almost impossible to 
examine it without causing copious bleeding, even the gentlest 
passage of a camel’s-hair brush across its surface exciting a brisk 
hemorrhage of bright arterial blood. 

From the sessile nature of its attachment, and its extreme fri- 
ability, it was decided to remove it by means of a small cup-shaped 
curette. Hemorrhage to the amount of about four ounces fol- 
lowed the operation, but this was finally checked and an applica- 
tion of chromic acid made to the wound. Upon the removal of 
the tumor, it almost instantly collapsed to such an extent that the 
fragment which remained was too small to afford a satisfactory 
microscopic examination. As far as could be determined, how- 
ever, it was of the nature of a vascular myxoma. 

Since the operation (about a year and a half) the patient’s gen- 
eral condition has greatly improved. But the resulting abrasion 
of the mucous membrane has never entirely healed, and slight 
hemorrhages have occasionally recurred, although the patient has 
been seen in consultation by several eminent specialists, and every 
conceivable means used to attain the desired end. Change of 
residence to a bracing inland climate has lately resulted in more 
rapid improvement than any thing yet advised. 

CasE 3.—The following history, although incomplete, is one of 
extraordinary interest. 

Female. Aged 63. Unmarried. Always enjoyed good health. 
No evidence of any constitutional disease, either hereditary or 
acquired. Patient applied for diagnosis at throat clinic of the 
Demiult Dispensary in February, 1882, and ;stated that four 
years ago she first noticed a small growth upon the right side of 
the nasal septum, about an inch and a half upward and backward 
from the meatus. This increased very slowly in size for about 
two years, when it made its way completely through the septum 
and appeared in the left nostril. Since that time the growth 
of the tumor has been more rapid, until of late the patient has 
been compelled to breathe entirely through the mouth. It has 
at no time given rise to epistaxis, nor has it occasioned the 
slightest pain. 

On examination, patient’s general condition was good. Exter- 
nal appearance of nose normal. MKhinoscopic examination re- 
vealed a large ovate tumor in the middle of the nasal cavity, the 
long diameter of which was at right angles to the plane of the 
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septum, and which almost completely occluded both nostrils. Its 

color was a dull bluish-gray. Its surface was uneven, but not dis- 
 tinctly nodular, and its consistence was remarkably firm.  Al- 
though it was subjected to a thorough and searching examination, 
no hemorrhage was excited. It was attached by a pedicle to the 
anterior margin of the vomer at its junction with the cartilage of 
the septum, and had an antero-posterior diameter of five eighths 
of an inch and along diameter of about an inch and a quarter. 
It was remarkably symmetrical, filling each naris in about equal 
proportion. Between the surface of the tumor and the septum, in 
the median line, was a free space, about an eighth of an inch in — 
width, which extended from the upper aspect of the pedicle 
throughout the circumference of the tumor to the lower margin 
of the pedicle. Thus, what should have been the cartilaginous 
portion of the septum was for the most part an extensive perfora- 
tion. The edges of this perforation showed no evidences of 
ulceration, but the septum seemed to have-receded betore: the 
advance of the tumor by a process of absorption. <A specimen of 
the tumor for microscopic examination was not obtainable, and 
the patient has not since appeared. 

CasE 4.—Enchondroma. 

Infant. Aged 8 months. Male. Perfectly healthy and well 
developed. When three months old received a severe blow upon 
the nose, which was followed by profuse hemorrhage and con- 
siderable swelling. Since then the left naris has become gradually 
occluded. Examination showed right narisnormal. Immediately 
behind the entrance to left nostril there projected from the sep- 
tum a smooth, rounded prominence of cartilaginous consistency 
and lying evidently directly under the integument. It extended 
backward as far as the anterior border of the vomer, and was 
evidently not the cartilaginous septum in a simple condition of 
dislocation, as it was several times the normal thickness of that 
body. 

In five cases treated by Prof. Lefferts, the ages of the patients 
varied between fifteen and twenty-five, and the majority were 
females. -The tumor was located upon the right side in four, on 
the left in one; its location upon the septum was invariable, and 
its particular site well down toward the junction of the mucous 
membrane, over the cartilaginous septum, with the skin. The one 
symptom complained of, and the one, which alone, except in one 
instance, had attracted the patient’s attention to the condition, 
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was repeated attacks of nose-bleed, sometimes difficult to check. 
In the one exceptional instance, the papillomatous tumor was so 
large as to block up the naris completely and to appear at its ex- 
ternal orifice. . In the other cases, the size was variable, but never 
exceeded that of a good-sized pea. In all, its structure and gross 
appearances were distinctly those of a papillary growth ; no micro- 
scopic examination was made. The treatment in all cases consisted 
in evulsion of the tumor and cauterization of its base, a simple 
operation and one unattended by much hemorrhage. In no case 
was there recurrence at the date of last examination. 

Dr. Clinton Wagner published in the Archives of Clinical Sur- 
gery, January, 1877, an exceedingly interesting case of vascular 
myxoma of the nasal cavity. The tumor had existed for five 
years, and presented the appearance of a large, bright red, soft 
growth which entirely filled the right naris. The operation for 
its removal was attended with alarming hemorrhage. The growth 
has never returned. 


Be GCASE.OF CHOKED VOICE, DUE ' TO CONTRACTION OF THE 
VENTRICULAR, BANDS. 


By THOMAS R. FRENCH, M_D., 


BROOKLYN. 


Mrs..P., zt. 59, consulted me February 14, 1881, and gave the 
following history : 

Had been gradually losing her voice for three years. At first 
it was weak only at times. After a year or more was obliged 
at all times to make quite an effort to sound the voice. Dur- 
ing the year prior to the above date, it was only with the 
greatest effort that voice could be formed at any time, and then 
only the first word, or the first syllable of the first word, was 
sounded aloud ; all that followed was in a strained whisper, or, as 
was usually the case, after the first word or two the voice was en- 
tirely cut off during that effort. The sound produced was very 
like that which is made in an attempt to speak during spasm 
of the glottis caused by fluids passing into the laryngeal cavity 
during the act of swallowing. There were, however, two con- 
ditions in which the voice was not cut off and was comparatively 
loud: during inspiration and while laughing. Speech during 
inspiration was laborious, and after she had spoken five or six 
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words she was obliged to stop for a few seconds till the inspired 
air had escaped. 

The patient was well nourished, and otherwise in the enjoy- 
ment of good health. 

On laryngoscopic examination, during quiet respiration, the 
larynx both in color and conformation appeared normal. Dur- 
ing the act~of vocalization the cords approximated readily, 
but were then seen to be relaxed and quite short. Immediately 
after the cords had approximated, the ventricular bands came 
into close apposition and literally choked the sound, the bands 
remaining in contact as long as the effort was continued. It is 
on that account that I have given this case the title of “choked 
vorce:” 





During the past year endo-laryngeal applications of electricity 
have been made a great number of times. Blisters have been 
applied over the situation of the crico-thyroid muscles, and as- . 
tringent applications have been made to the laryngeal mucous 
membrane. The results thus far have been fairly satisfactory. 
She is now able to speak during expiration at all times. Most 
of the words are sounded aloud, a few in a strained whisper, 
though by no means as marked as at the beginning of treatment. 

The laryngoscope now shows a want of approximation of the 
posterior third of the bands, and the white tissue of the cords at 
that point can be seen through the opening thus made. 

So far as I am aware, this case is unique. 

My explanation of the cause of the condition as described 
above is as follows: The voice being unsatisfactory on account 
of relaxation of the cords, great strain was brought to bear 
upon all the muscles in the immediate neighborhood of the cords, 
in an endeavor to compensate for the deficiency. Asa result, the 
muscles governing the ventricular bands acquired so much strength 
that, when contracted during expiration, the bands were drawn 
together too closely to allow of the passage of air. 

As during inspiration the purchase for muscular contraction in 
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this situation is not as great as during expiration, therefore, in the 
act of vocalization during inspiration, the bands were not drawn 
together closely enough to prevent the passage, through the glot- 
tis, of enough air to set the vocal cords in motion. 


CASE OF HYSTERICAL SPASM OF THE GLOTTIS—ASPHYXIA— 
RESOLUTION OF SPASM DURING OPERATION FOR 
ERACHEOTOMY. 


By ANDREW H. SMITH, M.D., 


NEW YORK. 


Called while at Elberon last summer, early in the morning, in 
great haste, to see one of the hotel servants who was said to be 
dying. Found acolored man, about 25 years of age, lying in an 
unconscious condition, breathing with great difficulty, no air 
seeming to pass into the lungs except at the close of each inspira- 
tory effort, when there was a slight chirping sound, indicating the 
passage of a small amount of air through the glottis. Auscultation 
of the chest showed complete absence of respiratorysounds. The 
limbs were rigid and the head somewhat retracted ; the eyes fixed 
and staring. 

The only history I could obtain was that the man, who had always 
appeared to be in perfect health, had spent the night at his home 
some miles back in the country, and had returned to the hotel on 
foot. Not reporting for duty some one was sent in search of him, 
who found him in his room, complaining of great pain in the 
region of the heart. In afew minutes his breathing became dif- 
ficult and he became unconscious. 

During the brief time required to gather these facts the patient’s 
respiration had become more feeble and more infrequent and 
seemed about to cease altogether. The only explanation which 
suggested itself to me at the moment, was that an aneurism had 
ruptured into the mediastinum in such a way as to compromise 
the recurrent laryngeal nerves. As tracheotomy seemed to offer 
the only hope of rescue from immediate death, I proceeded at 
once to the operation. ‘The first incision was a free one, dividing 
the skin and subjacent fascia. ‘To my surprise it was immediately 
followed by a shudder which ran through the whole frame and 
was succeeded by a long, deep inspiration. Natural breathing was 
at once established, and in less than a minute consciousness re- 
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turned and the patient spoke, his first words being : “ Where did 
this air come from?” In the course of an hour he was able to 
sit up and to tell his story. It appeared that in returning to the 
hotel he attempted to pass in front of a train which was just leav- 
ing the station. In doing so his foot slipped, and became wedged 
between the rail and the edge of the planking between the tracks, 
so that his utmost strength was not sufficient to disengage it. As 
_ the train approached he threw himself down with his body outside 
of the track, and at last succeeded in freeing his foot just as the 
wheel of the locomotive was about passing over his leg. In fall- 
ing, he struck the left side of his chest against one of the rails of 
the other track, causing a severe contusion. .The mental shock, 
combined with the pain, was doubtless the cause of the condition 
in which I found him. 

In view of the result I felt satisfied that if I had set him up 
and poured a pitcherful of ice-water down his back it would have 
answered the same purpose as slitting the skin over his trachea. 
But with the meagre history at my command and the extreme ur- 
gency of the symptoms demanding immediate action, the hysteri- 
cal factor in the case escaped my notice, if indeed the elements 
for a correct diagnosis were at hand. 


Ren SiC Pt Ons 
OF THE 

THIRD ANNUAL MEETING 
OF THE 


AMERICAN LARYNGOLOGICAL ASSOCIATION, 


HELD IN THE HALL OF THE COLLEGE OF PHYSICIANS, PHILADELPHIA, 
MAY 9, 10,. AND 11, 1881, 


Third day, morning session. 


Discussion on Dr, Farvis’ Paper* 


Dr. SHuRLY thought the subject should receive proper atten- 
tion, since chronic irritative hyperemia might result in chronic 
hypertrophy. He had observed in plethoric individuals, during 
laryngeal inspection, a more intense coloring of the laryngeal mu- 
cous membrane, without increase in secretion or obvious structural 
changes, the general health being good ; this appearance is more 
marked at some times in the day than at others. | 

In regard to treatment, he believed that local applications,-es- 
pecially with the brush, only aggravated the condition ; he was 
accustomed to rely upon saline mineral waters and mild anodyne 
lozenges. He did not even employ the spray. 

Dr. ELsBerG said that the subject of laryngeal hyperzemia is both 
interesting and important; the reader of the paper has, however, 
limited his theme to the cases of hyperzemia of the vocal bands 
caused by descending secretions from naso-pharyngeal catarrh, 
only incidentally stating that some practitioners include hyperemia 
under the head of laryngitis. He would say that pathologically 
there is adistinct boundary between hyperemia and inflammation— 
a boundary which is occupied by the condition of inflammatory 
cedema. Mucous membranes are endowed like the skin with a 
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property somewhat analogous to that possessed by erectile tissues, 
viz.: they can become highly turgid with blood and rapidly return 
to their ordinary condition without leaving a trace of the vascular 
injection. In the skin, this “blushing” is well known, as it 
occurs in delicate cheeks; and in the larynx this “flushing” 
occurs and passes off with as little injury, unless it passes beyond 
a certain degree or is too frequently repeated. When it is very 
great it requires increased secretion or transudation of serum for 
its relief ; then it has approached or perhaps reached the limit 
between it and inflammation. Active hyperzemia may be caused 
by various irritants: long-continued speaking or singing, crying or 
weeping, inhalation of dust or smoke and of otherwise impure or 
too cold or too hot air, the being subjected to laryngoscopical ex- 
amination, and certainly, also, the irritation cited by Dr. Jarvis, 
may cause it. The epiglottis is the most frequent seat of hypera- 
mia, next the posterior wall of the larynx and the vocal bands. 
Aside from the removal of the irritating cause, which in the cases 
referred to by Dr. Jarvis, would be the cure of the naso-pharyn- 
geal catarrh or at least the prevention of the entrance of secretion 
into the laryngeal aperture, treatment of laryngeal hyperemia 
consists in rest—if possible, absolute rest of the voice, and quiet, 
unexcited breathing. This is of the utmost importance, and very 
soothing astringents may be deemed necessary, always bearing in 
mind the tendency of hyperemia to pass into inflammatory 
cedema, and thence into actual inflammation with its conse- 
quences. 

Dr, A. H. SmirH mentioned a case showing that the vocal cords 
can be temporarily congested and again depleted. The patient, 
a lady, complained of laryngeal trouble, and upon examining the 
larynx the vocal cords were seen to be congested. During the 
time of the examination the bands gradually became white, but 
again were made red by slight effort at speech. He saw this 
process go on a number of times, the cords becoming alternately 
pink and white. 

Dr. SEILER said that in singing, hypereemia is produced by im- 
proper use of the voice ; when the singer passes the limit of his 
register, hypereemia of the cords appears, the injection beginning 
on a line on the free border of the vocal bands, and spreading. 
In striking falsetto this hyperzemia passes off. Rest also relieves 
it temporarily, but it will return on repeating the effort. Singers 
should be taught to observe this rule, for persistence in singing 
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beyond the register favors laryngitis; thus straining of the voice 
may lead to pathological conditions. 

Dr. CoHEN said that he had often observed the transient flush- 
ing in the vocal cords and larynx, and had also seen it in the 
pharynx and even the hard palate, due to the mechanical irritation 
of the laryngoscopic mirror. 

In the treatment he advised mineral and alkaline waters, and 
locally, weak sprays, such as sodium bicarbonate or biborate, po- 
tassium bromide, or potassium chlorate. He usually allowed his 
patients to use this spray at home three or four times daily. Rest 
to the larynx is essential ; singers should merely whisper, until the 
Condition is relieved” and they regain the’ proper use of the 
voice. 

Dr. BosworTH noticed the close relationship existing between 
the catarrhal conditions of the nasal cavities and hyperzmia of 
the larynx. This point had been forced upon his mind by the 
unsatisfactory results he had obtained as long as he confined his 
treatment solely to the larynx; he now treats the nasal catarrh 
and pays less attention to the larynx. This suggestion is a valu- 
able one, and has hitherto received insufficient attention ; since 
the laryngeal trouble may be often caused by the irritating nasal 
secretion pouring into the pharynx, and by the mouth-breathing 
due to the catarrh. 

Dr. ELsBERG agreed so far with the last speaker as to say that 
it is very important to pay attention to the condition of the nasal 
cavities in treating all laryngeal affections. 

In regard to the President’s suggestion, he remarked that whis- 
pering required more effort than ordinary speech, and would 
therefore be likely to increase the hyperzemia rather than relieve 
it: 

Dr. CoHEN said that he referred to the labial and not to the 
laryngeal whisper, and even this should be restricted. 

Dr. ELSBERG maintained his position, and said that in the case 
of such patients he considered the labial nearly as bad as the 
laryngeal whisper and worse than easy, unexcited, ordinary speak- 
ing. Besides, it was almost impossible for patients to make the 
difference between the two kinds of whispering and to limit their 
practice to the one kind. . 

Dr. SEILER remarked that in his opinion the whispering voice 
was produced by the current of air from the lungs rushing with 
great force through the but partially closed glottis, thereby giving 
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rise to the friction sound. This sound, like the musical sound pro- 
duced by the vibration of the vocal cords in loud speaking, was 
then articulated in the oral and nasal cavities. He thought that 
there was more strain upon the vocal cords in whispering than in 
ordinary loud speaking, because in the former the vocal cords were 
thrown into irregular, non-periodic vibrations and more breath was 
used, while in loud speaking less breath was necessary and the 
periodic vibrations of the cords were less likely to produce or 
aggravate hyperemia. He, therefore, always cautioned his pa- 
tients against whispering, and told them that if it was necessary 
for them to speak, to do so in the ordinary tone of voice. 

Dr. BoswortH could not account, on the last speaker’s theory, 
for the whispered voice where there had been complete absence of 
the vocal cords. He also referred to a case of stenosis of the 
larynx which was able to speak in a whisper. 

Dr, SEILER, in explanation, said that there was a difference be- 
tween whispering and the toneless articulation that occurs in cases 
of complete stenosis of the larynx. In such cases most of the 
characteristic consonant noises could be produced by the air con- 
tained in the cavity of the mouth being forcibly expelled by the 
action of the tongue and cheeks, but the pronunciation of vowels 
is impossible. Experiments had been tried by Prof. Stoerk and 
Dr. Seiler several years ago in Vienna, which proved, beyond 
doubt, what had just been said in regard to toneless articulation. 


Discussion of Dr. Roe’s Paper.* 


Dr. JARVIS questioned the utility of the upward spray ; in some 
cases there are objections to it on account of the sensitiveness of 
the throat ; indeed, in the majority of cases it cannot be used on 
account of the “gagging’’ it produces as soon as the spray is 
turned on. Any benefit could be equally obtained from the 
spray, introduced anteriorly, passing through the nasal cavities. 
With eight or ten pounds pressure the pharynx is very readily 
reached in this way. 

Dr. ELsBerG believed the upward spray might be of service, as it 
pushes the secretions forward toward the anterior nares; the de- 
vice presented obviated some difficulties usually encountered, and 
might be successful ; he promised to give it a trial. 





* See page 153. 
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REVIEWS AND BOOK NOFICES. 


Normale und Pathologische Anatomie der Nasen- 
hoehle und ihrer Pneumatischen Anhaenge. By Dr. E. 
ZUCKERKANDL, with 22 lithographic plates. Wilhelm Braumiil- 
ler -Vienna, 1832, pp. 197. 

The volume before us is, as the author states in the preface, the 
result of the examination of some 300 heads, prepared to open up 
the different cavities of the skull which communicate with the 
nasal cavity. 

The first chapter is devoted to a consideration of the earlier 
attempts to arrive at a correct interpretation of the physiological 
function of these cavities, and is filled with quotations from a large 
number of older works. The author then describes the methods 
employed to open the cavities for examination, and takes up in 
succession the description of the nasal cavity, the antrum, the 
frontal sinuses, the sphenoidal and ethmoidal cells, both in anormal 
and pathological condition. Special attention is paid to the deter- 
mination of the origin of polyps of the nasal cavity and of the 
antrum; and the tables of dimensions of the different cavities are 
very interesting and instructive. 

The 22 lithographic plates, containing 98 figures drawn by Dr. 
Heitzmann, of Vienna, on stone from the specimens, are unques- 
tionably the best of their kind we have ever seen, and form a most 
valuable addition to the book. 

The subject treated of by the author in a masterly manner is a 
field quite unexplored and unknown to most of us, therefore the 
book will be most welcome for study and reference. 


Etude sur les Kystes du Larynx. Par le Dr. E. J. 
Moureg, Professeur libre de Laryngologie et d’ Otologie, Membre 
de la Société de Médecine et de Chirurgie, de la Société d’ Anat- 
omie et de Physiologie, de Bordeaux. Paris, 1881, 8vo, pp. 192. 
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Della Cisti laringee. Memoria presentato al Congresso di 
Laringologia in Milano 1880, dal Dott. DANTE CERVESATO. 
Firenze, 1881, 8vo, pp. 45. | 

These excellent monographs on cysts of the larynx have both 
been published as journalistic contributions—the first in the 
Revue mensuelle de Laryngologie d’Otologie et de Rhinologie, and 
the second inthe Sperzmentale,; besides, the latter, having been pre- 
sented to the International Laryngological Congress held in Milan, 
has already been mentioned in these ARCHIVES (vol. i, p. 388),— 
but having been republished in permanent form, we take great 
pleasure in prominently calling attention to them. 

Both works are well illustrated. Cervesato divides his into two 
parts, describing in the first the nature, symptoms, and treatment 
of laryngeal cysts, and in the second details of cases. Moure 
divides his into four parts: the first containing a history of the 
subject ; the second, the mode of formation and anatomical struct- 
ure of laryngeal cysts; the third, the causes, symptoms, course, 
diagnosis, and treatment of intralaryngeal cysts; and the fourth, 
the causes, symptoms, etc., of extralaryngeal, particularly epi- 
glottic, cysts. After reciting the prelaryngoscopic knowledge of 
the subject, and mentioning the observations of Delormes, Albers, 
Otto, Pravaz, etc., both our authors come to the year 1863 as the 
one in which the first unquestionable case recorded was operated 
per vias naturales. But they do not agree as to which was the first 
case. Moure gives as such Durham’s cyst of the epiglottis ; Cer- 
vesato, Gibd’s cyst of the right vocal band or ventricle of Mor- 
gagni. According to Gibb’s statement, published in March, 1864, 
his own case occurred in May, 1863, while Durham’s occurred in 
June ; it is certain, however, that Durham’s was published first, 
viz., Medico-Chirurgical Society, session of November ro, 1863, 
published in Afedical Times and Gazette November 21, 1863. In 
the same year Virchow had published a fost-mortem case 
of cyst of the ventricle of Morgagni. Cervesato mentions 85 
instances of laryngeal cyst, 4 of which are taken from prelaryn- 
goscopic times, leaving, therefore, 81 ; Moure mentions 95 cases, 
of which he deducts 25 as not being true laryngeal cysts, leaving, 
therefore, 70. Moure’s definition comprises tumors with (1) a clearly 
circumscribed, organized wall, the cavity of which communicates 
neither with the exterior nor with a blood-vessel, nor with a mu- 
cous or serous membrane, and (2) contents oftenest liquid, some- 
times more thick, gelatinous, and of colloid appearance, Moure 
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reports many cases of which Cervesato is not aware, and vice 
versa. At least 30 cases which Cervesato has and Moure not, 
come within the definition just given, and may be added to 
Moure’s statistics, as well as the 12 cases reported in this number 
of the ARCHIVES, pp. 162-172 ; the case of Dr. Lefferts, in the Vew 
York Medical Record, March 12, 1881; the 4 cases of epiglottic 
cyst which Dr. Lefferts states as having occurred in a series of his 
own of 50 cases of laryngeal growth ; and the 2 cases reported by 
Dr. Chiari in the AZonatsschrift fiir Ohrenhettkunde, No. 12. 1882. 

The conclusions which Cervesato draws from his exposition are 
the following : 

1. Laryngeal cysts originate from the retention of the secretion 
of mucous glands. 

2. They are rarely of a different nature or combined with 
other tumors. , 

3. They are not so rare and exceptional as has hitherto been 
stated. 

4. The condition usually favoring their development is chronic 
pharyngo-laryngeal catarrh. 

B. thew favorite seats. are thee epiglottis and the vocal 
bands. 

6. The larger-sized cysts occur at the anterior surface of the 
epiglottis and in the glosso-epiglottic sinuses. 

7. These can easily be mistaken for hygroma of the hyo-epi- 
glottic bursze mucose. 

8. Causes leading to chronic pharyngo-laryngeal catarrh indi- 
rectly produce laryngeal cyst. 

9. Laryngeal cysts are more frequent in males and in adults. 

10. Their symptoms are those of other laryngeal tumors, vary- 
ing according to seat and size; as a rule they are mild. 

11. Their diagnosis is assisted by the observation of the func- 
tional disturbances, but rest on laryngoscopic examination alone. 

12. In some cases of epiglottic cyst manual exploration may 
assist the laryngoscope. 

13. Laryngeal cysts not infrequently disappear spontane- 
ously. 

14. The prognosis is always favorable. 

15. The treatment consists in emptying the cyst and prevent- 
ing recurrence, always through the was naturales. 

Moure’s conclusions are : 

1. Laryngeal cysts are rare lesions. 
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2. Their favorite seats in the order-of predilection are; the 
vocal bands, the epiglottis (lingual and laryngeal face), the ven- 
tricles of Morgagni, the ary-epiglottic folds, and arytenoid carti- 
lages. In the latter they occur only exceptionally. | 

3. Intralaryngeal cysts present the same symptoms as other 
tumors of the larynx, but the voice is seldom alternately clear and 
hoarse, as is the case in pediculated tumors. The alteration of the 
voice, a constant symptom when the tumor occupies one of the 
vocal bands, is a nearly certain guide, pointing out the age of the 
cyst. When the cyst occupies the interior of one of the ventri- 
cles of Morgagni the vocal disturbance may appear only at the 
moment when the tumor arrives at the level of the vocal bands. 

4. The only means of recognizing intralaryngeal cysts is laryn- 
goscopic examination, which alone can determine the seat, 
volume, form, and aspect of the neoplasm ; the sound can indi- 
cate its consistence, and should always be employed for discover- 
ing fluctuation. In epiglottic tumors, digital touch and forced 
depression of the tongue are valuable elements of diagnosis that 
should on no account be neglected, but laryngoscopic examination 
must always be added thereto if possible. 

5. Laryngeal cysts are single tumors with sessile attachment to 
the mucous membrane, of roundish form, and of a size which in 
the case of intralaryngeal tumors varies from that of a millet seed 
to that of a currant, and in the case of epiglottic cysts from that 
of a currant to thatof.a cherry or an almond. Their surface is 
smooth, shining, and more or less transparent ; their color is yel- 
lowish or whitish, opaline when on the vocal bands. A more or 
less delicate network of small vessels often runs over the surface 
of these neoplasms when they have acquired a certain size. 

6. Their anatomical structure and contents do not differ from 
those of other mucous cysts, developed in the mouth, on the 
tongue, etc. 

7. These tumors are due to the dilatation of the glandular cw/s- 
de-sac, the excretory ducts of which are obliterated under the in- 
fluence of a cause difficult to determine. The excretory ducts 
themselves can suffer cystic dilatation and form the tumors found 
in the vocal organ. 

8. The march of laryngeal cysts is generally progressive. Their 
development may be arrested and again proceed from a cause not 
determined ; but generally it takes several years before they attain 
a volume considerable enough to give rise to symptoms permitting 
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the suspicion of their presence. Excepted from this statement 
are tumors developed on one of the vocal bands. 

g. Laryngeal cysts are benign tumors. They can suddenly 
rupture under the influence of an effort (such as vomiting, 
crying, cough, etc.) and evacuate their contents. The tumor 
then disappears of itself without leaving a trace behind. 

10. Diagnosis is easy from the physical signs. 

rr. The best, treatment is: ¢, for imtralaryngeal cysts, the 
écrasement with polyp forceps, which seems to us more easily 
carried out than the excision of the tumor with a polyp knife, as 
the latter requires great tolerance on the part of the patient or an 
anesthesia of the vocal organ sometimes dangerous ; and 4, for 
epiglottic cysts, the incision of the pocket by means of curved 
scissors which permits the removal of a portion of the cyst. 

12, Recurrence of laryngeal cyst is quite exceptional, and has 
only been reported once, following simple puncture. In this case 
the tumor refilled in a relatively short time. 

It will be noticed that almost the only point on which Moure 
and Cervesato differ is as to the frequency of occurrence of laryn- 
geal cysts. As more than one hundred unquestionable cases have 
already been placed on record, nine of which occurred in our own 
private practice, we incline to the opinion of Cervesato that they 
are not so very rare. 


QUARTERLY REPORT-.OF. LARYNGOLG@GICAL 
LITERATURE, 


By GEORGE M,. LEFFERTS, M.D. 
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MISCELLANY. 


AMERICAN LARYNGOLOGICAL ASSOCIATION. 

The next meeting of the AMERICAN LARYNGOLOGICAL ASSOCIATION will take 
place in Boston, commencing Monday, June 12, 1882, and continuing during 
the following two days. The address of the President, Dr. F. I. Knight, is 
No. 131 Boylston St., Boston, Mass. 


NEW YORK LARYNGOLOGICAL SOCIETY. 


At a meeting of the NEw York LARYNGOLOGICAL SOCIETY, held at the 
residence of the President, Dr. Elsberg, April 13th, interesting cases were pre- 
sented by Drs. Bosworth, Delavan, Elsberg and Rice. As the paper of the 
evening, Dr. Elsberg made some remarks on Paralysis and Spasm of laryngeal 


muscles. The next meeting will take place May 25, 1882. 


LARYNGOLOGY IN THE LONDON ST. THOMAS’ HOSPITAL. 


In the last number of the ARCHIVES, we referred to the unsatisfactory state 
of our specialty in England and quoted from the ZLazcet a plea for requiring 
special fitness and experience in the appointment to the charge of the Throat 
Department of general hospitals. The London St. Thomas’ Hospital has the 
honor of leading the way in initiating the demanded reform. We are happy to 
record the appointment of physician for diseases of the throat, in this hospital, 


of our collaborator, Dr. Felix Semon. 
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PARALYSIS OF MUSCLES OF THE LARYNX.* 


By LOUIS ELSBERG, M.D., 


NEW YORK. 


HAVE for many years given names to the laryngeal 
muscles from their position as well as their main 
action; and in regard to the action of the intrinsic muscles, 
it is my opinion that the thyroid cartilage is fixed, relative 
to the movement between the several parts of the larynx. 
The muscles which influence the vocal bands are the follow- 
ing: 

1. Anterior muscles, the thyro-cricoid: tensors of the 
vocal bands. 

2. Interior muscles, the thyro-arytenoid: straighteners of 
the vocal bands. 

3. Transverse muscle, the arytenoid: transverse adductor 
of the vocal bands. 

4. Lateral muscles, the lateral crico-arytenoid: lateral 
adductors of the vocal bands. 

5. Posterior muscles, the posterior crico-arytenoid: ab- 
ductors of the vocal bands. 

(Those whose anatomical names are derived from two 
cartilages, the first two and the last two muscles, are 
bilateral, z. e., there is one on each side; the third, whose 
anatomical name is one word, is a single muscle.) The first 
four may be grouped together, as: constrictors or narrowers 
of the rima glottidis; the fifth comprises the group: dilata- 
tors or wideners of the rima glottidis.’ 








* Read before the American Laryngological Association, Session 1882. 

The Juteriorts, in some respects the most remarkable muscle in the body, 
has been wofully misunderstood. After much personal investigation, I have 
for many years taught my students to call it the straightener of the vocal band, 
a designation which refers to one of its most general and important actions. A 
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Isolated paralysis of some of these muscles occurs very 
rarely, of others frequently. Usually paralysis affects two 
or more muscles together. Sometimes not the whole of 
the muscle, or muscles, is involved; this complicates mat- 
ters and justifies, from a practitioner’s point of view, the 
divisions which have been made by physiologists, of some of 
the laryngeal muscles into two or more separate portions. 


hundred years ago, unfortunately, the name “ laxor” of the vocal band was 
given it, and this name, completing as it does the schema of having, as well as 
adductors and abductors, tensors and laxors of the vocal bands, finds some favor 
at the present day, but carries with it a great mistake. Morell Mackenzie, to 
whom we owe the admirable designation of the appropriate laryngeal muscles 
as ‘‘adductors” and ‘‘ abductors,” formerly shared the notion that the interior 
muscles are laxors of the vocal bands, but in his recent publications calls them 
internal tensors. 

It is not my intention in this place to write an exhaustive essay on the 
complex action of the thyro-arytenoid muscle. The manner in which its dif- 
ferent fibres run is more complicated than that of any other muscle that I know 
of, and certainly there is no other in the body within which different muscular 
fibres both arise and terminate to a like extent. Theoretically, it might be 
called a ‘‘ laxor” of the vocal band, inasmuch as the contraction of those of 
its fibres which run from front (thyroid cartilage) to back (arytenoid) tends to 
bring the arytenoid cartilage nearer to the pmmum Adami, The approximation 
to each other of the points of attachment of the vocal bands must, a// other things 
being equal, unquestionably relax the bands; but, for vocalization the band 
must always be tense, and the varying amounts of longitudinal tension—includ- 
ing comparative relaxation after tension—are brought about, not so much by 
this muscle but by the thyro-cricoid which lifts up the front portion of the cricoid 
cartilage and thereby rotates the posterior plate, with all that is attached thereto, 
downward and backward. For the consideration of the thoughtful reader, I 
will add that from some points of view the action of the thyro-cricoid muscle 
may be compared to the coarse adjustment in a microscope, and that of the 
thyro-arytenoid to the fine adjustment. Coarse adjustment of the vocal bands 
for phonation can be more or less successfully brought about even by the 
action of the extrinsic muscles of the larynx; so that in some cases, f. i. in 
rabbits, with complete paralysis of all the intrinsic laryngeal muscles, voice has 
been observed so long as the hyo-thyroid and laryngo-pharyngeal muscles re- 
mained intact. Besides regulating the length of the vibratile portion by 
the fixation of the anterior and posterior vocal nodules, (see Elsberg’s Zhe 
Throat and its Functions, pp. 36 and 37, and Transactions of the American 
Laryngological Association, 1879), or perhaps also by contractions of fibres 
of different lengths (see Garcia, Transactions of the International Medical 
Congress at London, 1881), the thyro-arytenoid muscle gives the vocal band 
the requisite form for phonation, internal transverse and oblique tension, 
and firmness; its outer fibres more or less rotate the arytenoid vocal process tow- 
ard its fellow and, similarly to the Zatevalis muscle, adduct the vocal band; 
and one of its main actions is to cause the vocal band properly to stand out, 
away from the lateral wall of the larynx, and to present the sharp and straight 
edge needed in producing multi-modulated vocal sounds. Pathologically, that 
early master-genius of our specialty, Tiirck, already observed and published 
the laryngoscopic image which paralysis of this muscle produces, viz.: ‘‘ sickle- 
shaped gaping of the ligamentous glottis with normal closure of the cartilaginous 
glottis” ; yet, strange to say, subsequent authors, except Tobold, have pictured 
in its place the so-called elliptical paralysis, viz.: an elliptical opening between 
the edges of the entire vocal band, which in reality is the result of the paralysis 
of the thyro-arytenoid and lateral crico-arytenoid muscles combined. 
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Again, physiologically, the combined action of some of the 
muscles materially alters the direction in which a particular 
muscle, acting singly, is exerted. Thus, the Lateralis muscle 
may by the simultaneous contraction of the Fostizcus be 
changed from being an adductor to being an assistant ab- 
ductor of the vocal band: this occurs whenever the Lateralis 
is prevented by the Posticus from rotating the vocal proc- 
esses inward, whereupon it pulls the arytenoid cartilage 
outward and downward upon the sloping articular surface, 
provided the 7rausversus and the other constrictors of the 
rima are relaxed. Paralysis of the constrictors of the rima 
glottidis causes what I was the first to call ‘“‘ phonatory leak- 
age” of air; paralysis of the dilatators causes “ respiratory 
insufficiency.” In the former case the characteristic laryn- 
goscopic image is obtained in the examination during efforts 
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of phonation; in the latter, during respiration. In each of the 
isolated paralyses of, and in combined paralyses confined to, 
the constrictor muscles, respiration is not directly interfered 
with, nevertheless, in all severe cases the patient suffers 
from easily getting out of breath on account of the leakage 
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of air; while in the isolated paralyses of the dilatators, the 
voice, though never extinct, is not clear and pure on account 
of incomplete fixation of the arytenoid cartilages. 


BILATERAL ISOLATED PARALYSES. 


Isolated paralysis 

of (1) the two anterior muscles produces on phonatory effort 
(fig. 1) a wavy outline of the inner edges of the lax-looking 
vocal bands ; 


of (2) the two interior muscles produces on phonatory effort 
(fig. 2), an elliptical opening between the edges of the 
ligamentous portions of the vocal bands, while the car- 
tilaginous portions meet in the median line; 


of (3) the transverse muscle produces on phonatory effort 
(fig. 3), an opening posteriorly of more or less sharp 
triangular form ; 


of (4) the two lateral muscles produces on phonatory effort 
(fig. 4), a rhomboidal opening, the triangular opening in 
front, extending to the vocal processes of the arytenoids 
and being nearly as wide as that in the cadaveric position 
of the vocal bands, while the triangular space behind is 
quite short, extending along the cartilaginous glottis ; 


of (5) the two posterior muscles produces during respiration 
(fig. 5) a narrow opening between the vocal bands, not 
wider than the cadaveric position, more narrow during 
forced inspiration (a@ of fig. 5) than during full expiration 
(6 of fig. 5), whereas in health the vocal bands are during 
forced inspiration more widely apart than during expiration. 


BILATERAL COMBINED PARALYSES. 


If several muscles be paralyzed simultaneously, the image 
seen is a resultant of the appearances described as being 
caused by each of the muscles involved. Paralysis of the 
lateral muscles is very rarely isolated ; usually there is com- 
bined with it paralysis of either the Zvransversus or the 
interior muscles, ‘or both; :in the first’ case: a‘triangular 
opening results (fig. 3-4), in the second an elliptical 
opening (fig. 2-14), and in the third a triangular open- 
ing with slightly concave sides (fig. 2+3-++4). The an- 
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terior vocal processes can be brought a little nearer together 
in the first case than in either the second or third,’ and 
sometimes show their position by a slight projection in the 
straight edges of the vocal bands. I have met with a case 
of aphonia in which I diagnosed paralysis of all the con- 
strictors of the rima glottidis; on attempted phonation 
there was a triangular opening between the vocal bands 
with slightly convex sides (fig. 1+2-+3-++4). Sometimes 
there is combined paralysis of the interior and transverse 
muscles, while the anterior and lateral muscles are intact; 
this produces a more or less well-marked hour-glass-shaped 
opening (fig. 2+3), in which usually, though not always, 
the posterior vocal processes actually touch each other with 
an elliptical opening in front of and a triangular opening 
behind the point of contact. In my experience, the iso- 
lated paralysis of the transverse muscles is less rare than 
the isolated paralysis of any others of the laryngeal muscles; 
next in relative frequency comes isolated paralysis of the 
anterior muscles. Again, paralysis of the anterior muscles 
is often combined with temporary or slight paralysis of 
the transverse muscles. Isolated paralysis of the pos- 
terior, muscles comes inext in the order of frequency of 
eecurrence to that o1 the anterior: then that or interior, 
and lastly that of lateral, which is of exceeding infrequency. 
In cases in which paralysis of the posterior muscles coexists 
with that of the constrictors of the rima glottidis, there is 
usually not as much respiratory insufficiency combined with 
the aphonia and phonatory leakage as exists in isolated 
paralysis of the abductor muscles. This indicates that in 
the absence of antagonists the adductors either lose the 
power of being thoroughly relaxed or are thrown against 
the patient’s will into a state of either spasm or perverse 
contraction during inspiration. Rosenbach has explained 
it as rhythmical perverse innervation, asssuming that the 
inspiratory nerve-impulse that normally goes to the laryn- 
geal muscles, especially the abductors, affects, and of course 
abnormally, only those not paralyzed. 

* A fact which, through inattention of the engraver, the illustrations on 


p- 197 unfortunately do not show. The elliptical opening fig. 24-4 ought to 
be about as wide as the rhomboidal fig. 4. | 
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In the combined paralysis of all the laryngeal muscles, 
the vocal bands, being uninfluenced by muscular action, re- 
main during both respiration and attempts at phonation in 
a position that can well be called “the cadaveric position.” 
I have an impression, however, that in laryngeal paralysis 
from disease or injury of the inferior laryngeal nerves,—a 
paralysis in which all the muscles except the thyro-cricoid, 
and perhaps the thyro- and ary-epiglottic, are affected, and 
in which, therefore, there is immobility of, and a triangular 
opening between, the vocal bands,—the edges of the bands 
are slightly concave, while these edges in the dead body, in 
the real cadaveric position, are straight or even somewhat 
convex. Atall events, in the only unquestionable case of the 
kind that has fallen under my observation, a case in which 
exclusively the two inferior nerves were involved in cancer- 
ous disease, I noticed a slight concavity of the edges of the 
immovable vocal bands (represented in fig. 2+3+4-+5); 
and, on the other hand, in the case of aphonia in which, 
though the abductors were intact, the thyro-cricoids were 
in all probability involved in the combined paralysis, the 
edges of the vocal bands certainly were slightly convex 
(fig. 1+2+3-+4). As the point here involved, requires, 
in my opinion, more confirmation, I state it as rather an 
impression than a positive conclusion. If it prove correct, 
it marks the difference between the position to which we 
may justly apply the term cadaveric and the position which 
results when all the muscles except those innervated by the 
superior laryngeal nerves are paralyzed. 

When in injury or disease of either the brain or the 
pneumogastric, spinal accessory, or recurrent nerves, laryn- 
geal paralysis is or becomes incomplete, a very curious and 
as yet unexplained fact has been observed, viz., that the 
abductor filaments are more prone to be affected than the 
adductor filaments, and that if, in a case in which both the 
abductors and the adductors are affected, recovery takes 
place, the adductors are apt to recover first or exclusively, 
and to be affected with abnormal contraction, so that the 
patient during the progress of recovery is in danger of a 
dyspnoea which, several times in my practice, has neces- 
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Sitated tracheotomy to prevent death, . The relatively 
greater disposition to implication of the abductor fila- 
ments is well known to laryngologists, but the relatively 
greater disposition to recovery of the adductor filaments, 
under these circumstances, seems to have been unnoticed 
until I called attention to it. (Phzla. Medical Times, July 
BO) 51381.) 


GRADUATED, UNSYMMETRICAL, AND UNILATERAL 
PARALYSES. 


I have seen each of the typical, almost diagrammatic- 
looking, laryngoscopical images, from which the illustra- 
tions have been made, in my practice; but it is relatively 
seldom that one observes such uncomplicated, complete, 
and clearly definable cases. After one has succeeded, how- 
ever, in making himself thoroughly familiar with these illus- 
trations, one is enabled to interpret any laryngoscopic image 
due to laryngeal paralysis. Accurate diagnosis in an indi- 
vidual case is not always easy; and I indulge the hope that in 
publishing these results of painstaking observations, I shall 
aid my colleagues in recognizing what particular muscle 
or muscles must be involved in the production of any 
laryngoscopic image that may present itself. I have already 
stated that sometimes not all the filaments of a particular mus- 
cle or set of muscles are affected, but only a number consti- 
tuting a portion of the muscle. Owing sometimes to this fact 
and sometimes to some neuropathic or myopathic condition 
that cannot perhaps be fully explained, there are different 
degrees of paralysis met with, degrees varying from slight 
sluggishness or fatigability to complete immobility. It has 
become customary to designate comparatively slight degrees 
of paralysis as paresis. Cases occur in which different 
degrees of paralysis exist on the two sides. Sometimes 
such bilateral unsymmetrical paralysis persists; in a pro- 
gressive disease it may in later stages become symmetrical; 
sometimes one side alone recovers, leaving a unilateral 
paralysis. 

In all cases of unilateral paralysis, whether secondary or 
primary, a lateral half of the image or opening between the 
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vocal bands is seen on the corresponding side. The other 
half of the rima glottidis presents a healthy appearance, and 
the healthy vocal band may even show an excess of move- 
ment during both phonation and respiration, so as to make 
up as far as possible for the inactive side, thus giving rise 
to a “lop-sided,” or unsymmetrical figure. The special de- 
tails of unilateral paralysis I reserve for another occasion. 
Occasionally it occurs that a primarily unilateral paralysis 
becomes a bilateral one. 

Paralysis of laryngeal muscles sometimes is followed by 
or alternates with spasm of the same or other rnuscles. 
Sometimes it seems to cause, or, at all events, is accompa- 
nied by, spasm of antagonistic muscles, a fact I have already 
referred to in connection with paralysis of the posterior 
muscles. This makes the appreciation of the laryngoscopic 
image produced by pure paralysis still more difficult than it 
would be otherwise, and has often, in my experience, led to 
mistakes. Sometimes spasm is a reflex effect and some- 
times it is. called forth by the action of the muscles; it 
may affect either the dilatators, or what is more usual, the 
contractors of the rima, and in this case may either in- 
volve all, or be limited to one or two, of the contractor mus- 
cles. Hack has pointed out that isolated spasm of the 
lateral muscles is more dangerous to life than complete 
respiratory spasm, z. ¢. spasm of all the contractor muscles. 
I have met with two cases, one ending fatally and one in 
which life was preserved by tracheotomy, which confirm 
Hack’s experience. The laryngoscopic image of isolated 
spasm of the Laterales is like that of combined paralysis of 
the Interiores and Transversus (fig. 2-++3). In Hack’s case, 
death was averted by introducing, by the aid of the laryn- 
geal mirror, one of Schrétter’s hard-rubber No. 5 catheters. 
Catheterization is certainly a most valuable substitute for 
tracheotomy in suchacase. But the full consideration of 
the subject of spasm of the laryngeal muscles, like that of 
unilateral paralysis, I must postpone. 


The principal points of this paper that may be made sub- 
jects for discussion are the following six, viz.: 
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1. Relative to the cricoid cartilage, the position of the 
thyroid is fixed by the sterno-thyroid, hyo-thyroid, and 
laryngo-pharyngeal muscles; the usual effect of the con- 
traction of the anterior, z. ¢., thyro-cricoid muscles, therefore, 
is to lift up the front portion of the cricoid cartilage and 
thereby rotate the posterior plate with all attached thereto 
downward and backward. 

2. The interior, z.¢., thyro-arytenoid, muscles are not 
laxors of the vocal bands, but internal tensors, regulators 
of form, and straighteners of inner edge. 

3. Is my schema of images produced by paralysis of the 
intrinsic laryngeal muscles, isolated and combined, correct ? 

4. Theorder of the frequency of occurrence of isolated par- 
alysis is the following, viz.: paralysis of transversus, anticus, 
posticus, interioris, lateralis; the latter being very rare. 
With paralysis of lateralis is usually combined paralysis of 
either the transversus or interioris, or of both. With paraly- 
sis of anticus is frequently combined that of transversus, 
and with the latter that of interioris. Spasm or perverse 
innervation of the adductor muscles is apt to occur with or 
after paralysis of the posticus, and spasm of the laterales 
with or after combined paralysis of transversus and interi- 
ores; and-both conditions are dangerous to life. 

5.7 Es ~there a-diflerence recognizable inthe mirror: be- 
tween the ‘‘ cadaveric position” of the vocal bands and the 
position due to isolated paralysis of the recurrent nerves, 
and if so, is it the convexity of the edges of the vocal bands 
in the former case? 

6. The adductor filaments are relatively more prone to 
recover than the abductor, and then to be affected with 
spasm or abnormal contraction during inspiration. 


ON. LARYNGEAL AS Tai 


By WILLIAM. C. GLASGOW, M.D., 


ST. LOUIS, MO. 


HE dependence of bronchial spasm upon laryngitis 
ae has not previously been noticed. In vain we search 
the pages of writers on diseases of the throat, for some men- 
tion of. its occurrence: Cohen, Mackenzie, Browne, bes. 
worth, James, Stoerk, Waldenberg, Tobold, Mandl, Kris- 
haber; Isambert, and other writers, have not recordea its ex- 
istence, even if they have noticed it. Several writers on the 
subject, asthma, have described such cases without really 
recognizing the true seat of irritation; it has universally 
been included under the term bronchial asthma, presuppos- 
ing the point of irritation to be located in the bronchi. 
Trousseau, Biermer, Riegel have accurately described cases 
of bronchial asthma in which the asthmatic symptoms were 
present without any evident change in the bronchi. They 
have also noticed, in other cases, that the signs of bronchial 
inflammation only become apparent after the asthma has 
existed ‘for some time. These are evidently cases of pri- 
mary laryngitis with a subsequent extension to the bron- 
chi. Even Henry Hyde Salter, in his classical work on 
asthma, has classed these cases as bronchial asthma. 

Under the term laryngeal asthma, I would positively ex- 
clude those symptoms and signs that are so often met with 
in laryngitis, such as laryngeal whistling, laryngeal rales, and 
the sensation of suffocation, which is often found accom- 
panying an inflammation and cedema of the posterior sur- 


* Read before the American Laryngological Association, session 1882, 
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face of the larynx. I would also exclude laryngismus stridu- 
lus. 

One year ago my attention was first drawn to the occur- 
rence of bronchial spasm, as a result of laryngitis, through 
the unexpected results of an application to the larynx, in the 
case of a child suffering from an attack of asthma. Since 
that time I have had the opportuuity of observing and 
treating fifteen cases of a similar character. 

The following histories will serve as examples of these 
cases. 


Case 1.—Last May I was called to see H. J., a child seven 
years of age, whose mother had been for many years a sufferer 
from nervous asthma. I found the little patient in a semi-recum- 
bent posture, suffering with intense dyspnoea, and showing the 
laborious characteristic breathing of asthma. She was partly cya- 
nosed with livid lips and distended nostrils. On examining the 
chest, the respiratory breathing was obscured by abundant so- 
norous and sibilant rales. Her mother stated that she had had 
numerous attacks of the kind during the preceding winter and 
spring, that the attacks would last in varying degrees of intensity 
through several days and nights, when a gradual amelioration of 
symptoms would be noticed, and the child would return to a com- 
paratively good state of health and strength. She had noticed 
that these attacks seemed to be brought on by what she termed 
“catching cold.”” During the attacks of asthma the child always 
suffered from a constant and paroxysmal cough. Supposing this 
to be a case of bronchial asthma, I prescribed several of the anti- 
asthmatic remedies, with no benefit. The cough, too, proved in- 
tractable to anodynes; only a slight improvement was noticed 
from the use of the bromides and chloral. After a lapse of four 
days, the asthmatic symptoms gradually disappeared, and the 
cough lost somewhat its intensity and paroxysmal character. The 
following week I was again called to see the child, found her in a 
similar asthmatic attack, with violent paroxysms of coughing. In 
order to quiet the cough, an application was made to the larynx ; 
in the revulsive action a large amount of mucus was expelled, 
and immediate improvement in the asthmatic symptoms was ap- 
parent. On examining the chest, the greater part of the sibilant 
rales had disappeared. From this time on the patient was treated 
by repeated applications to the larynx ; the cough and the bron- 
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chial spasm gradually disappeared. I had not heard of any re- 
currence of the disease during the past winter. 

Case 2.—About two weeks ago I was called to see S. M., a 
child four years of age ; found her suffering with an intense attack 
of asthma ; she was livid, and partly cyanosed ; over the lungs nu- 
merous sibilant and sonorous rales were heard ; dyspnoea was very 
great, with no cough. An astringent application was made to the 
larynx, which produced an immediate improvement in breathing, 
an improvement which could be recognized not only by the eye, 
but also by the physical signs. She was ordered ipecac., and 
vomited freely in the course of half an hour, bringing away large 
quantities of mucus. There was considerable dyspnoea through 
the night, which disappeared toward morning. I saw her again 
the next day and found her playing about the room ; she was still 
wheezing slightly, and a few sibilant rales were perceptible over 
the lungs. | 

Case 3.—Mr. J. H., a planter, aged 4o, had suffered from cough: 
and asthma, with intervals, during the past ten years. About six 
years ago he consulted me for a subacute laryngitis, but did not 
complain of asthma at that time. A few days ago he called on 
me again; he was then coughing, had great dyspncea, with labored 
breathing. An examination of the larynx showed a subacute 
inflammation, with thickening of the whole posterior surface. 
Over the lungs numerous sibilant and sonorous rales were heard, 
mingled with an intensified respiratory murmur, the expiratory 
sound being prolonged and the interval of rest abolished. He 
stated that he had been in this condition during the past four 
days, and that every night about one o’clock the dyspnoea would 
become greatly aggravated. His distress at this time would be- 
come so great as to force him to sit upright in bed. The dys- 
pnoea would gradually diminish toward the later morning hours. 
An application of a solution of the chloride of zinc to the larynx, 
by means of the laryngeal brush, produced an immediate amelio- 
ration of the bronchial spasm. He was ordered the nitre inhala- 
tions, which he used before retiring. He reported to me the next 
day that he had passed the night without an attack of asthma, and 
when I saw him, his dyspnoea had almost entirely disappeared, 
the respiratory murmur had become almost normal, and only a 
few sibilant rales could be heard over the chest. The third day 
I saw him again; he reported that he had had quite a severe at- 
tack of asthma at the usual hour during the night. When I saw 
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him there was considerable dyspncea. A few sibilant rales, an in- 
tensified respiratory murmur, with prolonged expiration, was heard 
over the chest. He complained of great irritation, which he lo- 
cated at the sixth cartilage. He ascribed this attack to cold taken 
during the night, in sleeping under an open transom. On exam- 
ining the larynx, I found it hypereemic. An application to the 
larynx greatly relieved the dyspnoea. Owing to business engage- 
ments he was compelled to leave the city the same night. This 
gentleman had previously been under the care of several phy- 
sicians, who had tried the various anti-asthmatic remedies with little 
or no benefit. He had also used a variety of patent asthma cures, 
some of which gave temporary, but none permanent relief. 

Case 4.—H. S., a merchant, aged 45, began to complain last 
October of tickling in the larynx, which caused constant and 
paroxysmal spells of coughing ; about two weeks later he noticed 
an increasing dyspnoea, which became so intense as to compel him 
‘to give up all work. This dyspnoea was always aggravated toward 
midnight, and he was often compelled to spend a portion of the 
night in a chair. I saw him about a week later ; examination 
of the larynx showed a subacute inflammation of the posterior 
surface, more especially of the interarytenoidal space and the 
membrane over the arytenoid cartilages ; over the lungs sibilant 
rales, with the characteristic asthmatic breathing, were heard. 
Treatment of the larynx was continued for ten days; he used, in 
addition, the nitre inhalations. A gradual and steady improve- 
ment, not only of the cough, but of the asthmatic symptoms, was 
apparent until he experienced complete relief. I saw him again 
during the past month of April, when he came to me complain- 
ing of the same symptoms, which he ascribed to a cold he had 
taken. Three applications to the larynx, with the use of the 
nitre inhalations, gave him complete relief. 

CasE 5.—Miss S. F., a young lady, twenty years of age, had 
suffered with asthmatic attacks and cough, with varying intervals, 
during the past two years. She had been under the care of 
many skilful physicians, and had the full benefit of general treat- 
ment, including the use of the compressed air; she had experi- 
enced slight, but no permanent relief. She consulted me first in 
November last, at which time’ she complained of a difficulty of 
breathing and constant cough; sibilant rales were appreciable 
over the lungs on auscultation. Astringent applications were 
made to the larynx at intervals during the winter. There was 
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constant and gradual improvement of symptoms until the middle 
of February, when she was completely relieved from cough and 
asthma. This long continuation of symptoms could be ascribed to 
repeated attacks of cold, taken at intervals during the mild winter. 
I saw her again in May; the larynx was normal except a slight 
thickening of the membrane. She said she was perfectly well. 

Case 6.—H. W., a sufferer from hay fever during the summer 
months, had had occasional attacks of asthma during the later 
stages of the disease ; these attacks were completely controlled by 
applications to the larynx. 


These six cases are typical of nine more of the same char- 
acter that have been under my observation during the past 
year. In all we find two prominent factors: a subacute 
inflammation of the larynx, and bronchial spasm. The in- 
flammation of the larynx is demonstrated by the laryngo- 
scopic mirror; the bronchial spasm is proven by the symp- 
toms, and the physical signs of this condition, z. e., the sib- 
ilant and sonorous rales, occurring but on inspiration and 
expiration, or either, and the characteristic prolonged ex- 
piration of the asthmatic. We also find in these cases either 
an improvement or a disappearance of the asthma, as a re- 
sult of applications to the larynx. Insome cases, the relief 
is instantaneous, in others it is more gradual, and the 
bronchial spasm, as shown by symptoms and physical signs, 
only disappears with the complete subsidence of the laryn- 
geal inflammation or hyperemia. In the cases of immedi- 
ate relief, I think we can recognize the effect of a removal 
of the secretions from the laryngeal cavity, by means of the 
brush, and also through the revulsive movement that it some- 
times causes. I think we can also recognize the cessation of 
the spasm to be due to the altered condition of the laryngeal 
mucous membrane, such as results from an astringent ap- 
lication,—the same condition which we meet with so often, 
causing an immediate cessation of the cough from a similar 
application. These cases have hitherto been called bron- 
chial asthma, but I hold that we should not locate the point 
of irritation in the bronchia without some evidence of a 
pathological change of that portion of the mucous mem- 
brane. 
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The physical signs of bronchitis are fixed and positive, 
and in their absence we have no right to recognize a bron- 
chial inflammation ; these signs, being due to pathological 
change, are not temporary and evanescent, but must continue 
even when the spasm is absent, during the ordinary course of 
the inflammation. The immediate disappearance, in some 
cases, of the signs of bronchial spasm, and the great improve- 
ment in others, as a result of an application to the larynx, 
is, to my mind, a conclusive proof that the point of irritation 
did not exist in the bronchial mucous membrane, but in the 
laryngeal. That asthma, dependent upon bronchial inflam- 
mation, exists, 1 am not prepared to deny, and that it exists 
in a combination with a laryngitis I am fully aware, as I 
have had several cases of this character—cases in which, al- 
though the cough yielded to laryngeal applications, the 
spasm continued. In these cases there was always evidence 
of bronchial inflammation, as shown by the presence of the 
subcrepitant rales in combination with the sibilant and 
sonorous. I am inclined to believe that in many of these 
cases the inflammation is located in the trachea and the 
larger tubes, and that even here the sibilant rales are the 
reflex signs of spasm. That the asthma accompanying 
hay-fever is due to an irritation of the laryngeal mucous 
membrane I am fully convinced, for in these cases relief 
is quickly and permanently given by applications to the 
larynx. 

In removing the seat of irritation in certain cases of 
asthma from the bronchia to the larynx, I am simply 
drawing to a fuller conclusion the results already accom- 
plished by the laryngologist in a similar class of cases. 
Iyreter' to the very frequent existence of laryngitis'.as a 
cause of cough, and the comparative rarity of acute bron- 
chitis in the adult uncomplicated by emphysema, phthisis, 
or syphilis. 

m@igese cases of asthma, 1 “would call laryngeal. reflex 
asthma. We have numerous examples of the reflex asthma 
as located in different organs of the body. Cases of nasal 
asthma, due to the existence of nasal polyps, are quite com- 
mon; under the same head may be classed those cases of 
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asthma in which the olfactory nerves seem to play an im- 
portant part, such as asthma arising from emanations from 
different animals and flowers, etc., etc. That presence of 
food in the stomach and a loaded condition of the bowels 
produce the phenomenon of asthma, is well known and fully 
recognized by the profession. Not to mention other well- 
known sources of irritation, I would ask that subacute 
laryngitis be given a proper place as one of the conditions 
capable of producing reflex asthmatic paroxysms. 

The treatment of this asthma consists in the treatment of 
the primary lesion, the laryngitis, and this is further aided 
by the use of many remedies known to be useful in con- 
trolling the asthmatic paroxysm. 

That these last will, in many cases, give temporary relief, 
is undoubtedly true, but no permanent relief is given until 
the laryngitis shall have disappeared. This can only be ac- 
complished, at least in this climate, by local applications to 
‘the larynx. 


ONT TE OPESTION OF HYPERTROPHY OF THE 
@>52OUSsS STRUCTURE OP THE TURBINATED 
BODIES PRACTICALEY CONSIDERED 


By D. BRYSON DELAVAN, M:D., 


NEW YORK. 


PON the turbinated bodies,’ their histology and their 
U pathology, many things have, of late, been written. ~ 
Indeed, the subject would seem wellnigh exhausted, were it 
not that in all recent contributions attention has been di- 
rected solely to the consideration of the soft parts, while the 
investigation of the fundamental structure of the organ, its 
osseous tissue, has been ignored, and the participation of this 
element inimportant pathological changes of the part denied. 
itis not, strange, therefore, that the true causes-of . mor- 
bid conditions depending upon a perverted development of 
these bony structures should have been misunderstood or 
actually undiscovered, and that, in consequence, the means 
employed for their relief should have failed because mis- 
directed. 

The design of this paper will be the establishing and 
the practical consideration of the following proposition, 
viz.: The turbinated bones may, under proper conditions, un- 
dergo marked hypertrophy. The opinion generally accepted 
upon this important question seems well set forth in the 
following paragraph, quoted from a recent standard work.’ 


* Read before the Laryngological Association, Session 1882. 


?¥For the sake of exactness the term ‘‘turbinated body” will be used to de- 
scribe the whole organ, while the name ‘‘turbinated bone” will be used in its 
literal sense. 


2“ Nasal Catarrh,”’ Beverley Robinson, p. 88, 1880. 
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The author says: “The term ohypertropny of thertuc 
binated: bones is a faulty one, for the reason that feal 
hypertrophy of these bones very rarely exists. Sometimes 
indeed it is true that one or more of them have become. 
softer, more spongy, and more voluminous than tKey are in 
a perfectly healthy nose, but these are infrequent cases, and 
the very general rule is scarcely less true, z.¢., that hyper- 
trophy is confined to the mucous membrane and_ sub- 
mucous layer which cover these structures.” 

That this view is erroneous must be admitted, when due 
consideration is given, Ist to the theoretical reasons which 
weigh against it, and 2nd to the strong array of clinical evi- 
dence to which it is opposed. 

1. Theoretically, the process of hypertrophy in general 
may occur in almost any tissue of the body. Hypernutri- 
tion is, of course the occasion of hypertrophy in bone as 
well as in other tissues, and to such structural changes the 
bones of ‘the skull are particularly liable. To quote the 
familiar words of Sir James Paget: “‘ Hypertrophy of bone 
presents itself in many interesting cases. It is usually a 
secondary process, ensuing in consequence of change in a 
part with which some bone is intimately connected. Just 
as in their natural development and growth the bones of 
the skull are formed in adaptation to the brain, and those 
of the limbs are framed to a fitness of the action of the 
muscles, so in disease they submit in their nutrition to 
adapt themselves to the more active parts.” ’ 

The turbinated bones are not formed until a late period 
in the development of the. foetus. - Indeed: “the interior 
turbinated bone is ossified from a single centre which only 
appears at birth.’ ’ 

This tardy appearance would imply considerable activity 
of development later in the history of the child, and it is 
not impossible to believe that in some cases there should 
occur an actual over-growth. Again, although the condi- 
tion of hypertrophy is antithetical with that of atrophy, 
there is no part which, being susceptible of one, is not also 


*** Lectures on Surgical Pathology,” Sir James Paget. Lindsay and Bla- 
kiston, 1865, p. 73. 
3 «Sharpey and Quain,” vol. 1, p, 72, 
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susceptible of the other. Atrophy of the turbinated bones, 
in the affection known as atrophic catarrh, is commonly met 
with and universally conceded to exist. Therefore, under 
conditions of nutrition opposite to those which characterize 
this disease, there should result the opposite condition of 
growth, namely, hypertrophy. 

The probability of this result is greatly increased when 
we recall the peculiarly intimate relation which exists be- 
tween the mucous membrane of the turbinated body and 
the bone, through the medium of the membrana mucosa, 
which not only forms a fibrous network for the support of 
the blood-vessels, etc., but actually passes into the perios- 
teum, the characteristics of which it more nearly resembles. 
Any increase of the blood-supply to the turbinated mucous 
membrane would be communicated, without doubt, to this 
periosteum in far more than the ordinary measure, and the 
nutrition of the bone proportionately increased. The con- 
ditions favorable to hypertrophy of the turbinated bone 
would seem to be: 

1. Onusual space in the nasal fosse@. 

2. Long-continued hyperemia of the structures investing 
the bone. 

3. Lhe existence of the above conditions during the period 
of greatest constructive activity. 

It is an established fact that the too free inspiration of 

air through the nares will produce turgescence of the nasal 
mucous membrane, and where long continued, chronic hy- 
peremia. Persons, therefore, whose nasal cavities are un- 
usually wide, are commonly the subjects of catarrh. In the 
normal nasal chamber the erection of the turbinated corpora 
cavernosa is limited by the boundaries of the nasal cavity. 
The greater the possibilities for expansion, and the more the 
exposure leading to congestion, the less likely are the soft 
parts to return to their normal conditions of size and nu- 
trition. And, of course, the greater the hyperemia of the 
soft parts, the greater the hypernutrition of the bone. With 
the above conditions occurring early in the history of the 
patient the hypertrophic process would go on, not suddenly 
and rapidly, but slowly, and in the course of the regular 
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growth of the individual, not attaining its maximum until 
the adult period. 

Given, therefore, a spacious nasal fossa, a turbinated body 
abnormally stimulated, a turbinated bone nourished by an 
excessive supply of blood, in a subject, preferably rachitic, 
in whom the constructive processes are at their height, and 
there is no reason, in theory, why the bones themselves should 
not increase in size in equal ratio with the hypertrophy of 
the soft parts. 

In the vast majority of instances the conditions which 
would furnish these factors would be congenital, and they 
would be found: 

I In clett-palate. 

2. In deviation of the nasal septum. 

In complete cleft palate the inferior turbinated bodies, 
unlimited as to their expansion and subject to constant irri- 
tation, frequently grow downward to such an extent that 
they form an almost effectual barrier to the nares against 
matters swallowed, and thus, to some extent at least, sup- 
ply the place of the hard palate. In this general hyper- 
trophy the bone shares. 

This first abnormality however, is comparatively rare, and 
need only engage our attention by way of illustration. 

Congenital deviation of the septum, on the other hand, 
is of frequent occurrence, and it is in this condition, theo- 
retically speaking, that the largest proportion of cases of 
turbinated hypertrophy would appear. Of course, deflection 
may be produced at any time of life in a previously healthy 
septum: for example, by fracture or dislocation of its bone 
or cartilage, by pressure from an intranasal growth, etc. 
These instances, however, are unusual, and form the excep- 
tion to the rule. That it is.ever due, as held by some, te 
habitual blowing of the nose on one side, is improbable in 
the extreme; for deflection is very commonly met with 
among the lower races, especially the negro, with whom the 
use of the handkerchief is unknown. Moreover, the curve of 
the. septum in deflection is seldom a single one—confined to 
its anterior part—but double, and extending too far backward 
to be affected by lateral pressure upon its anterior aspect. 
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Reasoning by exclusion therefore the congenital origin 
of alarge proportion of cases of deflection of the septum 
seems evident. 

As will appear later, the middle turbinated bone is 
the one most frequently enlarged, and, since the septum 
isin a plastic condition until some time after birth, the 
question naturally arises, is the turbinated hypertrophy due 
to the deflection, or is the deflection due to the hypertropy ? 
If the turbinated bone was enlarged at an early date, why 
would it not, by crowding against the septum, force it be- 
yond the median line, and thus become, not the result of 
the deflection, but actually its cause. This seems improb- 
able for two reasons: first, because nature is rarely asym- 
metrical, so that enlargement of one turbinated bone would 
probably be met by a corresponding enlargement of its 
fellow; and second, because the hypertrophied bone is 
almost invariably found opposite the point of greatest 
concavity of the septum, in which position opportunities 
for expansion are present in the most marked degree. 

11. Turning now from theoretical considerations to the 
practical demonstration of the main proposition, we desire 
to offer some anatomical and clinical evidence based upon 
direct observation. 

About two years ago, while dissecting the nasal fossz in 
a specimen which chanced to come into the Pathological 
Laboratory of the New York Hospital, the writer observed 
three points: | 

1. There was well-marked deflection of the septum. 

2. The side toward the concavity of the septum was 
completely occluded by the middle turbinated body. 

3. Upon removing the soft parts from the middle tur- 
binated bone, the bone itself was found to be in a condition 
of unquestionable hypertrophy. 

The importance of this condition at once suggested it- 
self, and its further investigation was immediately begun. 
To this end the museums of Washington, Philadelphia, and 
New York were visited, and careful search for illustrative 
specimens made in the following craniological museums. 
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CRANIA 
Smithsonian Collection, Army Med. Museum, Washing- 


ton, containing 4,000 
(73 


Academy of Natural Sciences, Philadelphia, 2,000 
Wistar and Horner Collection, ed 260 “* 
Wood Museum, Bellevue, New York, i 160.” 
Hyrtl’s Collection, College of Physicians, Phila, “ E4O'= 
6,500 


In all of these collections but the last the crania were 
derived from every variety of source, and were in all stages 
of degeneration, so that the bony appendages of the nasal 
cavities were in most instances destroyed and the speci- 
mens unfit for our purpose. Far different was it, however, 
in the case of the excellent and unique:-cabinet of Prof. 
Hyrtl, purchased by the Miitter fund for the College of 
Physicians, Philadelphia, and intended to exhibit a typical 
representation of every nationality in Europe. A complete 
history of the individual accompanies each skull, but, what 
is of most importance to us, each one was especially pre- 
pared, either by Hyrtl himself or by one of his own pupils, 
and nearly every specimen is in an absolutely perfect state 
of preservation, even the teeth being carefully retained. 
Through the kindness of Dr. Bache, curator of the museum, 
the writer is indebted for the privilege of examining these 
very interesting and beautiful preparations. The speci- 
mens were derived indiscriminately from persons of at least 
average good health, and with no reference whatever, of 
course, to the existence of any nasal deformity. In nearly 
every instance in which hypertrophy was observed, it was 
confined to the middle turbinated bone of the wider naris, 
which singular predelection can only be explained on the 
eround that, as this turbinated body occupies the position 
directed toward the greatest concavity of the deflected 
septum, its opportunities for expansion during life are 
greater than those of its fellows. In the case of a very few 
specimens the middle turbinated bones were broken. 

The hypertrophy was, asa rule, symmetrical, extending 
throughout the whole antero-posterior course of the bone 
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in about the same relative degree. It had about it nothing 
whatever of the nature of an exostosis, but the bony plates 
were of the same relative thickness as in the normal organ, 
the whole resembling a natural turbinated bone magnified 
in size. In some instances, however, they were notably 
thinner than normal, and the condition of general, symmet- 
rical hypertrophy was by no means constant, the enlarge- 
ment seeming rather to follow the course of the deflected 
septum. 

An examination of the collection developed the following 
extraordinary statistics: 


Of the whole number of specimens 140 
There was deflection of septum in 18 = 124% 


Of these 18 there was 


Hypertrophy of the middle 4. b. in io = 9. 
Wibsence or atrophy of <<". " 


Gi. 


Of the whole number of cases of deflection of septum == 18 
There was hypertrophy of the m. t. b. in it == 60 % 
: - “absence 01, oF atvophy ol, the m.t. b. im 7 = 46.7% 


It will thus be seen that in the above collection more 
than onehalf of all cases of deflection of the septum showed 
hypertrophy of the middle turbinated bone. The actual 
percentage of cases of hypertrophy is probably much 
greater than 60%, as in the several specimens in which the 
turbinated bones were missing, the middle turbinated bones 
were, without doubt, as judging from the ‘perfect speci- 
mens, larger than normal. During the course of the above 
examination exostosis of the septum was not found in a sin- 
gle instance. In anumber of cases the writer has demon- 
strated the presence of this bony hypertrophy in the living 
subject, by sounding, as it were, the enlarged mass witha 
fine needle, and observing the depth at which its point was 
arrested. Instead of entering the mass for some distance, 
as would be expected, it will frequently impinge upon bone 
at a point comparatively near the surface. : 
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The figures above given will surprise those who believe 
that stenosis in deflection of the septum is caused by hyper- 
trophy of the soft tissues alone, and that absolute relief 
will follow the removal or destruction of the redundant 
mucous membrane. Indeed, in several specimens exam- 
ined, the middle turbinated bone had approached so nearly 
to the septum that it was scarcely possible to sweep a 
probe between them, and the occlusion was almost as com- 
plete as it could have been during the presence of the soft 
parts. No attempt at relieving the resulting stenosis sim- 
ply by the removal of the mucous membrane could have 
succeeded. In such a condition the free inspiration of air 
must have been greatly reduced, while the olfactory region 
was shut off most completely, and all perception of odors 
thereby lost. The results of nasal stenosis, and the neces- 
sity for its relief, have been ably described by many excel- 
lent writers, and need not here detain us. Heretofore 
operative efforts have been directed solely to the relief of 
the occlusion of the zarrower nostril. For this, three gen- 
eral methods have been proposed. 

I. Removal of the mucous covering of the convexity of 
the septum. 

2. Removal of the mucous covering of the convexity of 
the septum, together with the underlying bone. 

3. Boring bodily through the nostril by means of the 
dental engine. 

In all of these operations the condition of the enlarged 
turbinated bone of the opposite side has been unrecog- 
nized. Any operation for rectification of the deflection of 
the septum would, in such a case, only result in making the 
occlusion of the wider nostril more complete than before. 
And, since the nostril toward the convexity of the septum is 
often more pervious than the other, the operation would 
fail of its object. Removal of the turbinated bone itself, 
éntire or in part,.is therefore essential. As to the qrez 
priety of the operation, there is no reason, anatomically or 
surgically speaking, why it should not be performed. Ifa 
recent article’ by so eminent an authority as Morell Mac- 
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kenzie it is warmly recommended, and he refers for his 
support to Valsalva, Fergusson, and Pirogoff, adding: “I 
have myself frequently removed portions of the turbinated 
bones without seeing any evil result follow, and it appears 
to me extremely doubtful whether any bad effect could 
result from the removal of a portion of one of them.” 

From what has been proven with regard to the ana- 
tomical conditions in deviation of the septum complicated 
with hypertrophy of the middle turbinated bone, we feel 
justified in asserting that the rational and scientific plan of 
operation for its relief would be as follows: 

1. Removal of the obstructing middle turbinated bone 
of the wider nostril, allowing at the same time, if possible, 
aremnant of the organ to remain, sufficient for the per- 
formance of its normal physiological function. 

2. Straightening the deflected septum. 

By this means will be obtained, we believe, all of the 
ends most desirable for the cure of this most uncomfort- 
able and injurious condition. 

I have ventured to dwell at some length upon this sub- 
ject, believing that, heretofore, much mischief has been 
caused through failure to recognize its presence, and to 
realize its importance, and hoping also that the validity of 
the arguments advanced might gain additional support 
from a free discussion of them. The leading proposition, 
z.é., that the turbinated bones may, under proper conditions 
undergo marked hypertrophy, has been, we believe, abund- 
antly proven, and the following conclusions established. 


Conclusions. 


1. Hypertrophy of the turbinated bones is of frequent 
occurrence, especially in connection with deviation of the 
nasal septum. 


Since writing the above the splendid work of Zuckerkandl, of Vienna, on 
‘‘The Normal and Pathological Anatomy of the Nasal Fossz,” has appeared. 
It isa pleasure to find that this distinguished observer corroborates in a few 
words the views expressed in this paper. In the section upon the middle tur- 
binated bone, he says: ‘‘ Die Muschel kann so stark gekriimmt sein, dass sie 
die Riechspalte verschliesst und die Nasenscheidewand beriihrt. Die Umwand- 
lung des vorderen Muschel Endes in eine grosse knécherne Blase ist haiifig, 
und schon Santorinus hat sie in seinen, ‘ Observationes anatomice,’ beschrie- 
ben.” ‘‘ Normale und pathologische Anatomie der Nasenhdle,” etc., von Dr. 
E. Zuckerkandl, Wien., 1882, pg. 29. 
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2. Stenosis and catarrhal conditions resulting from such 
hypertrophy can be permanently relieved only by removal 
of the bone itself. 7 

3. Removal of the bone is a justifiable operation. 

4. In the existence of such hypertrophy no operation for 
the restoration of a deviated septum should be resorted to 
until after the removal of the opposing turbinated bone. 


ON FHOTOGKAPHING THE LARYNX.* 


By THOMAS R. FRENCH, M_.D., 


BROOKLYN, N. Y. 


O far as I am awarea good photograph of the larynx 
G has never been taken. Czermak, Cohen, Elsberg, 
Cutter, and Stein have given the matter some attention, but 
the practical result of their work I have not seen. I have 
with me several photographs, which are the first results of 
some experiments being made by Mr. George B. Brainerd, 
an enthusiastic amateur photographer of Brooklyn, and my- 
self. Since my attention has been directed to this matter, 
owing to the want of time and sufficient sunlight, we have 
been able to make but very few experiments. These pict- 
ures were all taken last week with sunlight as the illumi- 
nating power, and in my estimation they go a long way to 
prove that, while the obstacles in photographing the larynx 
are great, they are probably not unsurmountable. 

None of the pictures show the entire larynx, but it is per- 
fectly easy to direct the strongest illumination to any de- 
sired point and bring that out most prominently. 

The one thing that seems to be most needed to make 
these pictures satisfactory is a stronger illumination than was 
used. The electric light, though accessible, could not be ar- 
ranged in time for atrial. This, however, we hope to do in 
a week or so. It is also our intention to try the ight from 
burning magnesian wire. 

The camera used was made for the purpose. It is about 
the size of a segar-box, and is mounted on a tripod. The 


* Read before the American Laryngological Association, session 1882. 
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illumination was made with a plane mirror, with a central 
aperture § of an inch in diameter. ‘The throat mirror is at- 
tached to a flexible rod and fastened to the top of the 
camera. 

The photographs are all of Mr. Brainerd’s larynx. The 
time of exposure of the plates varied from I to 4 seconds. 

In the best photograph, the one marked “ June 8th, 4 P.M. 
Instantaneous,” you will see that more than a lateral half 
of the windpipe is very well illuminated, showing all the 
structures in the larynx, and those in the first inch or so of 
the anterior wall of the trachea. 

The practical value of photographs of the larynx must be 
apparent to all. If an easy method of taking photographs 
can be developed, the pictures can be again photographed 
on a block and used as we now use wood-cuts. Again, the 
negatives, being of glass, can be used in the lantern and the 
pictures thrown upon the screen for class-room instruction. 

My object in presenting these comparatively unsatisfac- 
tory photographs to the Association is solely to prove that 
it is possible to photograph the larynx, 


FHOTOGRAPHING THE LARYNX. 


By EPA RAIM CUTER, MD., 


NEW YORK. 


N 1862 Czermak showed me his photograph of his 
| larynx, after one of his lectures in Paris. It was a 
double one for the sciopticon. 

He told me about the procedures, and when I returned 
home to this country I determined to repeat his work, but 
I did not get fairly at it until November, 1865. My modus 
was very simple: First, I employed a first-class photogra- 
pher, Mr. F. Willard Hardy, A.M., now of Springfield, 
Mass. He came with his apparatus and chemicals and 
stayed with me about one week, and gave his whole time 
and attention to the effort. After trying several proced- 
ures, the best results were had with a one-quarter-plate 
camera Mounted’ on° a. photographers head-rest. The 
camera rested on a triangular board, to which an iron rod 
was attached at right angles near its centre. The rod fitted 
in the socket at the top of the upper part of the frame of 
the head-rest stand, the head-rest being removable. 

A clear sunlight day was selected, and by means of a 
mirror mounted on the end of a stand that had two joints 
moving in plane at right angles to each other, like the wrist 
and elbow joints, and the mirror itself being capable of 
revolving in a circle, the sunlight was thrown into my 
mouth at an angle of about 224 degrees with the floor of 
the room, which had only one window and thus no cross 
lights. The camera was set on the same angle as the inci- 
dent ray. It was so arranged that I occupied the angle of 
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the-letter V.; the camera “occupied the leit hand of the: tet 
ter V, and the incident ray occupied the right hand of the 
letter V, Distance of camera, about two feet—that is, the 
nose of the camera,if approximated more closely, would cut 
off the incident ray. | 

We, Mr. Hardy and I, first practised on the mouth and 
got some very satisfactory pictures. We next took the 
epiglottis, afterward the larynx. Here we met with a prac- 
tical difficulty: when the epiglottis was in focus, the vocal 
bands would be out of focus or foggy. When the vocal bands 
were in focus, the epiglottis would appear as if cut off 
squarely but roughly. Of course the camera pictures were 
smaller than the natural size of the parts, and the plates 
were afterward enlarged by copying. Specimens of the 
work were deposited in the Army Medical Museum at 
Washington, and exhibited to Prof. Elsberg and Dr. Cohen. 
The photograph of Dr. Czermak did not give the thyroid 
insertion of the vocal bands. He said he could not get it. 
I thought myself then quite fortunate in getting a good 
picture of the thyroid insertion of my own vocal bands. 

Nearly seventeen years have elapsed since these photo- 
graphs were taken, and Mr. Hardy says he can do much 
better now, with the modern gelatine plates than with the 
wet ones. Dr. Elsberg has in his possession a photograph 
of (zermak’s larynx taken by Dr. Stein of Frankfort-on-the 
Main. Aside from Stein’s and Czermak’s, my own are the 
only successful efforts in this direction so far as I know. I 
must say I look on all these as more valuable to show how 
the early laryngologists tried to perfect their art, than as of 
clinical value. One detail can be photographed, but the 
others have to suffer. Still I would like to see further 
efforts encouraged, and this explains the object of this 
note. 


SOME: THOUGHTS ON PHTHISIS,. WITH SPECIAL 
REFERENCE TO THE VALUE OF LARYN- 
GEAL SYMPTOMS IN DIAGNOSIS. 


By M. F. COOMES, M.D., 


LOUISVILLE, KY. 


T must be conceded that tubercular deposits often 
| exist in the lungs for some time before giving rise to 
positive signs of their existence in that locality. It is also 
a well-known fact that an early diagnosis of the disease is 
of the greatest importance, and gives the subjects of the 
malady the benefit of the most precious time for the arrest 
of the tubercular process. 

The larynx does not become involved in the early stages 
of every case of pulmonary phthisis, and hence it is only 
ina limited number of cases that the laryngoscope can be re- 
lied upon as a means of early diagnosis. For several years 
past I have been much interested in the peculiarities pre- 
sented by these cases, and have given the subject much 
care and study in the course of my clinical work. Asa 
result of these studies, and basing my views upon carefully 
recorded data, I am persuaded that it is possible to make 
a positive diagnosis of the existence of pulmonary phthisis 
by means of the laryngoscope before such diagnosis is justi- 
fied by other physical signs or symptoms. I am aware that 
other observers, whose opinions are more authoritative than 
my own, have expressed similar views, but since this 
doctrine is by no means universally adopted, all the facts 
bearing upon the subject which can be obtained are of im- 
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portance. The rapid advances made of late years in all 
departments of medicine, and the high state of perfection 
attained in various special departments, are now so gener- 
ally recognized by the entire profession, that the day is not 
far distant, if not now at hand, when a patient with a per- 
sistent cough will be promptly referred to the laryngologist, 
just as one with an effected ‘eye is sent to the ophthal- 
mologist for opinion, advice, and treatment. 

The early objective symptoms of laryngitis complicating 
pulmonary phthisis are not seen by laryngoscopists, from 
the fact that during the stage of pallor and anemia of the 
laryngeal structures there is, as a rule, comparatively little 
annoyance to the patient from this source. Hence, in the 
larger number of cases perhaps, the laryngeal symptoms 
are not observed until the primary symptoms are merged 
into the secondary symptoms of laryngeal lesions.’ The 
secondary symptoms of this form of laryngitis are cough, 
congestion of the vocal cords, and impairment of voice. 
The cough may be slight or severe, and may recur at 
regular intervals (usually in the morning), or only when 
some unusual exertion is made. The cough is so slight, 
_and the intervals between the paroxysms are often so long, 
that this important symptom escapes the attention which 
it deserves. In all cases, at this stage, a hyperzemic condi- 
tion, or even an intense congestion of the vocal cords may 
be observed. The congestion may be contined- to: one of 
the vocal cords, and on the side corresponding to the dis- 
eased lung; but in my observations I have not found this 
rule to be uniform or reliable. Indeed, unilateral conges- 
tion in these cases is rarely met with, and when found may 
bein reverse relation ‘to the affected lung... This.conges 
tion is often very slight, and may remain for a great length 
of time without perceptible increase of degree. The im- 
pairment of voice is not so well marked as the cough and 
congestion, and may be altogether absent. The slicht 
hoarseness which obtains in this condition is often unob- 
served by the patient. 


* By most authors the anzemic stage is regarded the primary manifestation of 
these changes. It must be said, however, that there is much room for doubt in 
this statement, since anzemia of the mucous membrane of the larynx is often met 
with in persons who are without any evidence of phthisis. 
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It is an important fact, and should be recognized in prac- 
tice by every practitioner, that cough, and impairment of 
voice, however slight, if continued any length of time, have 
an important significance, and demand attention. These 
symptoms are invariably the result of some morbid condi- 
tion of the structures of the larynx or the adjacent tissues, 
- or some more remote organ of the respiratory apparatus, as 
the lungs or trachea. Pressure, as from an aneurism or 
other tumor, and reflex causes, should of course be enumer- 
ated among remote causes. 

In phthisis, the laryngeal symptoms may be quite readily 
reduced to a choice in diagnosis between syphilis. and 
phthisis. A consideration of the history of the case, the 
exhibition of antisyphilitic remedies, and careful observa- 
tion of the progress of the case, will readily enable the 
physician to make an exact diagnosis. The persistence of 
these symptoms—congestion, cough, and impairment—is 
of positive significance, and may be considered pathogno- 
monic of the incipient stage of phthisis pulmonalis. 

It is just here, where the chest symptoms and physical 
signs do not furnish ground for diagnosis, that the use of 
the laryngoscope makes the diagnosis, and enables treat- 
ment to be at once intelligently instituted. This is one of 
the points along the border-line, where the conjoined ser- 
vices of the practitioner and specialist may be so admirably 
utilized in the patients’ behalf. 

In confirmation of the views enunciated in this paper, 
and in illustration of the value of the laryngoscope as the 
earliest guide to the diagnosis of pulmonary phthisis, I sub- 
join the following records from my case-book : 


CasE 1.—Frank Cleave, aged 32, a shoemaker, consulted me 
Aug. 30, 1881. Upon examination, I found that he was suffer- 
ing with slight nasal catarrh, chronic suppurative otitis media, and 
cough. There was some hoarseness, with sight expectoration of 
greenish-looking muco-pus. The vocal cords were of a light pink- 
ish hue, and both about equally tinted. I referred him to Dr. F. 
C. Wilson, who made a most careful physical examination of his 
chest, and failed to find sufficient evidence to warrant a diagnosis 
of tubercular deposit in the lungs, notwithstanding the fact that 
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his pulse was 96 to the minute, and his temperature 100° F. 
There was no evidences of syphilis and no tubercular tendency in 
his family. Local medication ‘mitigated his cough, but did not 
change the condition of his vocal cords. Cod-liver oil and iron 
improved his condition very materially, and in the course of three 
months the patient’s health was apparently as good asusual. The 
vocal cords were still slightly colored, but the cough had entirely 
disappeared. | 


Commentary.—There is every reason to believe that the 
cough in this case was produced by a tubercular deposit in 
the lungs, and that iron and cod-liver oil improved the 
man’s health and thus arrested the progress of the disease. 


CasE 2.—Mr. N. F., aged 38; occupation, farmer. This gen- 
tleman was under my care in 1877, At that time he was suffer- 
ing with nasal catarrh, but was relieved in a few months, and has 
enjoyed excellent health since that time, until the last week of 
January, 1881. At that time, after some violent exertion during 
the day, he retired feeling as well as usual, and in the latter part 
of the night was aroused from sleep with a feeling of warmth 
about the chest, and in the course of a few seconds commenced 
expectorating blood. At this, and a subsequent period, he lost 
probably as much as three or four ounces of blood. With the 
hemorrhage there was considerable cough, which is still present, 
but in a modified form. Aside from the cough and slight hoarse- 
ness, the patient was apparently in perfect health. 

The right vocal cord was slightly congested ; the left was per- 
fectly normal in every respect. There being no evidences of any 
disease in the larynx or of the adjacent structures, and no syphi- 
litic taint, and in fact nothing to account for any of the symptoms 
presented, I referred him to Dr. F. C. Wilson, who examined his 
chest and found no positive evidences of phthisis, although there 
was a slight elevation of pitch at apex of right lung, and slight in- 
terruption in respiration at same point. : 


Commentary.—The slight disturbance found by Dr. F. C. 
Wilson at the apex of the right lung, in all probability is 
due to one of two things, viz.: a tubercular deposit in the 
lung-tissue, or consolidation of a portion of the lung, 
caused by the recent hemorrhages. ‘Time will decide this 
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point ; if it is due to the hemorrhage, it will in all probability 
pass away in the course of a few weeks; on the other hand, 
if it is caused by a deposit of tubercular matter, it is more 
than likely that marked evidences will soon show them- 
selves. 


CasE 3.—Miss D., aged 24, consulted me in the latter part of 
August, 1878, concerning her nose and throat. She had been the 
subject of chronic naso-pharyngeal catarrh for 12 years, and - 
had been annoyed with severe cough, which was much worse at 
some times than at others. I examined her larynx and found the 
epiglottis very much congested, and both vocal cords of a light 
pinkish hue. I mentioned the propriety of having her chest ex- 
amined, but she declined at the time, saying that she did not 
think that it was necessary, as her lungs were in a good condition. 
She was hoarse at times, and during these attacks of dysphonia 
the cough was particularly annoying, so much so as to prevent 
sleep. Her appetite was poor, and her rest very much disturbed 
at nights. In July, 1880, she was examined by Dr. F. C. Wilson, 
who found a slight tubercular deposit at the apex of the right 
lung. By the use of cod-liver oil and iron she improved very rap- 
idly, and is now in a fair state of health. 


Commentary.—Iit is not certain that an examination of 
this patient’s chest in 1878 would have revealed any posi- 
tive evidence of tubercular disease of the lung, but it is cer- 
tain that the evidences were suggestive and finally led the 
patient to have her lungs examined, when they would have 
otherwise escaped the scrutiny of the auscultator. 


CasE 4.—Wnm. P., aged 20 years, called me in the latter part of 
Nov., 1881. He stated that he had suffered with dysphonia for 
several months, and that some eight months previously he spit up 
a small quantity of blood. 

I examined his larynx and found both cords slightly ulcer- 
ated. His physician, Dr. Wm. H. Bolling, of this city, assured 
me that it was impossible to detect any evidences of phthisis in the 
latter part of November. 

I insisted that his lungs must be diseased, and had Dr. B. 
examine him Jan. 1, 1882, when the chest symptoms were well 
marked. 
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Commentary.—This case certainly shows the importance 
of the laryngoscope in such cases, and also shows with what 
certainty we may predict the condition of the lungs by the 
symptoms presented in the larynx. 

When a diagnosis of incipient phthisis has been made, it 
is a matter of supreme responsibility as to what advice shall 
be given the patient. Itis well known that the changeable 
climate of the Middle and Western States is not at all suita- 
ble for patients of this class in the spring and winter 
seasons. Indeed there is but a short period of the summer 
and autumn months that consumptive patients tolerate 
without serious injury. It is in the incipient stage of the 
disease, before pulmonary lesions can be detected and when 
the laryngoscope makes the diagnosis, that the greatest 
benefit results from a judicious change of climate. 

In the choice of climate it is very essential that extremes 
of heat and cold shall be avoided. During the last year the 
writer spent the month of January in Florida, visiting most 
of the noted resorts of that “land of sunshine and flowers.” 
The advantages of that region as a winter residence for con- 
sumptives can scarcely be overestimated. Jacksonville, the 
metropolis of the State, is less desirable than other points 
on account of its proximity to the Atlantic Ocean and the 
St. John’s River, being often enveloped in fog. Palatka and 
Deland are probably the most suitable places in that part of 
the State for persons affected with pulmonary diseases. The 
former place is situated on the St. John’s River, about ninety 
miles from its mouth; and the latter is about one hundred 
and twenty-five miles above the former, in the high pine 
lands. Gainesville is a beautiful inland town, located on the 
same parallel of longitude with Palatka; and on account of 
ready railroad access and facilities for accommodating inva- 
lids, is preferable to any other town in the interior of the 
State. 

I have observed great benefit in cases of phthisis by a 
sojourn at the Red Sulphur Springs in West Virginia dur- 
ing the summer months. The water contains iron and 
sulphur in good quantities, and in the invigorating atmos- 
phere of that region the patient has a good appetite and 
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improved digestion. The high dry lands of Colorado and 
New Mexico are among the most desirable localities for the 
class of cases under consideration. Our great continent, 
with its varied climate, furnishes a large scope for select- 
ing a suitable resort for an invalid; but in general terms 
I would commend Florida and the mild climate of Cali- 
fornia for winter and spring residence, and the high dry 
lands of Colorado and New Mexico for summer and au- 
tumn. Asto that large class whose circumstances do not 
permit of selection of climate, let us at least urge removal 
to the pure air of the country to all patients residing in 
cities. JI am convinced that, with good diet, a phthisical 
patient will do better in Florida or California in winter 
with only a pine-tree for shelter, than in the midst of the 
luxuries of a city residence. . 


O7 TAN A.* 


By F. H. BOSWORTH, M.D., 


NEW YORK. 


N opening a discussion on ozena the first difficulty with 
|| which we are confronted is the question: What do we 
mean by the term? As we know, the word means simply 
to stink, and is used to define any disease of the nasal cavi- 
ties which is attended with a fetid discharge. A single 
symptom of the disease gives name to it. Medical litera- 
ture in former years has been filled with analogous sources 
of confusion. The term dropsy occurs readily to us as 
affording an instance of a similar confusion in medical 
nomenclature. Cardiac, renal, hepatic, and other diseases 
totally distinct in their origin, gave rise to the prominent 
symptom of dropsy, and hence the word was used as classi- 
fying a general disease until further and more careful re- 
search introduced a more scientific classification. In much 
the same manner, it seems to me, we have been hampered 
and confused by this word in our study of nasal disorders. 
It should be abolished. If we glance over the literature of 
even a late date we find ozzena treated of in the same 
category with syphilis and scrofula. Syphilis and scrofula 
give rise to typical, characteristic, and, as a rule, unmistak- 
able symptoms and morbid conditions; hence, it seems to 
me, whether in the nose, pharynx, larynx, or skin, they 
should be called syphilis. 

If we rapidly enumerate the morbid conditions which give 
rise to fetid discharges from the nose I think they will .all 
be embraced under the following: 
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. Syphilitic ulceration and necrosis. 

Scrofulous ulceration and necrosis: a rare disease. 

. The presence of foreign bodies. 

. Disease of one of the accessory cavities. 

. The late stage of atrophy of the nasal mucous mem- 
ee the rhinitis atrophica of the Germans. 

This, I believe, covers the whole ground, with the excep- 
tion of the rarer forms of disease, cancer, lupus, etc. ; and also 
excluding the acute affections, such as diphtheria, scarlatina, 
typhoid fever, etc., which, asa rule, do not add to the general 
confusion, simply because the origin of the offensive dis- 
charge is easily recognized. 

Syphilis of the nose gives rise to superficial and deep ul- 
e€eration in, the nasal lining membrane, the latter form 
generally being due to a gummatous deposit. If these pro- 
cesses are unchecked they lead rapidly to the involvement 
of the cartilages and bones, resulting in necrosis. The dis- 
ease is easily recognized, and hence should be called syphi- 
litic ulceration and necrosis, and not ozzena, substituting the 
definite term for the indefinite. 

2. Scrofulous ulceration also should be recognized as- 
such, and what has been said of syphilis applies with equal 
force to this affection. 

3. 1 We-presence of a foreron. body in, the nose-will, if it 
remain long enough, give rise toa fetid discharge. With 
our present means of diagnosis, by the use of rhinoscopic 
examination and the probe, a failure to detect the presence 
of such an object, it seems to me, would be inexcusable. 

4. Disease of one of the accessory sinuses is occasionally, 
though I believe very rarely, the source of a fetid nasal dis- 
charge. The prominent symptom isa discharge of pus from 
the sinus, which, making its way into the cavity of the nose, 
lodges upon the lining membrane, is retained, and becomes 
the source of a fetid odor. 

There are, in my observation, two methods in which this 
disease arises. In certain cases it would seem that the 
lining membrane of the accessory sinus becomes involved 
in a catarrhal inflammation. There is consequently an 
excess of mucus poured out into the sinus. This does not 
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escape readily, consequently the retained mucus very soon 
becomes a source of re-infection, as it were, by which the 
discharge becomes purulent. A mucous discharge in a 
closed cavity, as a rule, very soon becomes a purulent one, 
as is shown by the fact that the vagina and urethra, 
when inflamed, discharge pus, not mucus. A purulent dis- 
charge is thus established from the accessory sinus, and the 
other symptoms of so-called ozzna soon follow. 

Another method by which the same sequence of symp- 
toms may occur, is by the occlusion of the orifice of one of 
the accessory sinuses, by some morbid condition in the 
nasal cavity. In several cases I have seen nasal polypi so 
impacted in the cavity as to occlude the orifice of the an- 
trum, resulting in an accumulation of mucus, and its puru- 
lent degeneration. There was in these cases a purulent 
discharge with fetor, which could only be accounted for in 
this way. There was no prominent disease in the nasal 
cavity to account for it, and the fetid symptoms yielded to 
a short course of treatment after the removal of the polypi. 
There have come under my observation also three cases, in 
which there was a marked enlargement of the middle tur- 
binated bone, which seemed to completely occlude the ori- 
fice of the antrum, resulting in a purulent discharge with 
fetor. I should say that these were all patients above the 
age of 55. I have never seen this bony hypertrophy of the 
middle turbinated in young people. In one only of these 
cases was I permitted to operate. In this case I removed 
the bone with Jarvis’ snare ecraseur. The fetid symptom 
yielded easily to treatment after the operation. In one 
other case the patient is still under treatment, which is but 
moderately successful. She is a lady of 65, and unwilling 
to submit to a painful operation. 

My experience of these cases of retained secretion in the 
accessory sinuses is that, as a rule, the discharge is fluid pus, 
and that it does not form incrustations. The fetor is not 
very marked, certainly not approximating that of the dried 
incrustations of other forms of the disease. The odor in 
these cases is of fetid pus. 

If we are to retain the name of ozena, it seems to me 
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tat here is a eood place for it. And yet it still, of course, 
fails to express any thing other than the one symptom of 
the disease. 

Michel and Rouge, if I read their writings aright, have 
claimed that all cases of ozzena are due to disease of the 
accessory sinuses. This I believe goes entirely too far. The 
number of these cases is very small indeed. The very large 
majority of cases of so-called ozena I believe are embraced 
under my last class of atrophic rhinitis. 

5. There come under our notice very frequently cases 
Of nasal catarrh witha fetid odor, in which there is seen, on 
inspection, a nasal cavity large and very roomy; the turbi- 
nated bones, especially the lower, have almost disappeared, 
and the cavity is lined with grayish-green crusts, adhering 
closely to the mucous membrane. The odor is fetid and 
offensive, but by no means as penetrating as that of syphilis 
of the nose. If now we thoroughly detach these crusts and. 
clean the cavities, we will find that the odor is absolutely 
removed; and, furthermore, if now we inspect the mucous 
membrane, we will find it absolutely intact and unbroken. 
There is no ulceration, not even an erosion, and no necrosis. 
I have been searching industriously for the ulceration in this 
Gisease for cight. years. - | have-not seen it'yet. There ‘is 
nothing now remaining by which we can recognize the dis- 
ease other than the roomy cavity and the shrunken turbi- 
nated bones. This is Rhinitis atrophica. 

This group comprises a very large proportion of the cases 
which come under our observation, and offers many points 
of interest for discussion. I believe it to be a purely local 
affection, a catarrhal inflammation of the nasal membrane, 
and atrophictrom the commencement. At the recent Con- 
gress in London I reported the results of my examination of 
the mucous membrane in this affection, and showed it to be 
the result of an atrophic process. 

The disease commences generally in early life, in an inflam- 
mation which is characterized by a desquamation of the epi- 
thelial lining of the acinous glands, which results in their de- 
struction. In the specimens which I showed there was a 
marked diminution of the number of the glands. They had 
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disappeared absolutely. The result of this is necessarily 
that the membrane is deprived of its normal supply of mu- 
cus. That which is secreted being scanty, very soon dries 
upon the surface of the membrane. There is thus formed 
a thin dry pellicle, which adheres closely and is removed 
with difficulty. Remaining thus it soon undergoes decom- 
position and gives rise to fetor. Moreover, the secretion 
beneath the pellicle going on is imprisoned, and a new 
source of fetor occurs. The imprisoned mucus soén be- 
comes purulent. This reinfects the membrane, and a still 
further secretion of pus ts the result.- The pellicle of in: 
spissated muco-pus which dries upon and adheres to the 
membrane, clinging about the convexity of the turbinated 
bones, and contracting in drying, necessarily exercises pres- 
sure and obstructs the circulation. Asa result of this the 
atrophy of membrane is still more encouraged. As we 
know, the deep layer of the mucous membrane in this re- 
gion blends with and really forms the periosteum of the 
turbinated bones. We can easily see, therefore, how, as 
the result of the process, continuing through years, it may 
be, there occurs the atrophy of the turbinated bone, which 
characterizes the late stages of the disease, the direct result 
of impaired nutrition. 

It has been said that this atrophic process is the late stage 
of the hypertrophic form of catarrh, and that the connective- 
tissue formation has encroached upon the acini to their de- 
struction. In my examination of the atrophied membrane 
I found that the acini which remained were surrounded, not 
by connective-tissue changes, but by heaps of inflammatory 
corpuscles,—evidence of the inflammatory process, it is true, 
but there was no evidence of any hyperplastic process. 

Various theories have been advanced to explain this 
atrophy of the turbinated bones. The above briefly outlined 
view, it seems to me, is more reasonable than any I have 
met. It has been claimed that the atrophy of bone is the 
original cause of the fetid accumulation, and that the wide 
passages occurring first, the mucus dries and accumulates 
and is retained. Without exception in the cases I have 
studied, the extent. of atrophy has. been a. measure of 
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the duration of the disease, the marked shrinking of bone 
only occurring in cases which have been of many years’ du- 
ration. 

That the fetor of these cases is due entirely to retained 
secretion,’ it seems to me, cannot be questioned. The 
fetor is absolutely removed by thorough cleansing. More- 
over, the fetor does not return until the crusts have again 
formed. If crust formation is arrested or kept in abeyance, 
the fetor does not recur. I have seen no case of which this 
was not true. 

As to the cause of the disease, I know of none. It 
commences in childhood, asa rule, and runs its course, it 
may be for several years, before it develops its more offensive 
symptoms. That it depends on any especial diathesis I 
dor not believe. It occurs, as a rule, in patients enjoying 
perfect health. Indeed, I believe it to be very rare in those 
manifesting any evidences of impaired health. I do not re- 
call that I have ever seen more than one or two cases of the 
disease in tuberculous subjects. And I can say the same of 
scrofula and syphilis. I do not believe there is any connec- 
tion whatever in this affection with syphilis, scrofula, or the 
tuberculous taint. It is a purely local disease. It may in- 
-volve one or both nostrils. It may involve but a portion 
of one cavity. It may involve the middle turbinated bone, 
while the membrane of the lower turbinate is hypertro- 
phied. 

It would be interesting here to briefly notice the various 
conflicting theories advanced concerning the disease, as, 
for instance, Krause’s theory, that the fetor is due to the 
presence of fatty degeneration, the fat globules being con- 
verted into the fatty acids. As we all know, the odor is not 
of rancid fat; it is of decomposing animal matter, more in 
the character of one of the fetid hydrogens. Or again, 
Fournier advocates the view that the odor is an intensifica- 
tion of a peculiar property of the nasal membrane, and that 
under this stimulus a fetid secretion is poured out, as, for 
instance, the body odor of the negro or the odor of the feet. 
mite system never secretes a stink, it may excrete one; but 
the nose is not an excretory organ. Moreover, Fournier 
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instances the feet, their odor is, I-think, one of. retained 
secretion. 

Watson describes three forms of ozzna. 1. The eczema- 
tous or scrofulous, 2. The phthisical or lupoid form. 
3. The syphilitic form. I cannot but think that this dia- 
thetic classification of local diseases tends to add much con- 
fusion to our subject. Fournier describes adry and a moist 
form of ozena. I have occasionally seen a considerable 
discharge of pus in the atrophic rhinitis, but it was always 
in connection with the discharge of incrustations. I am 
disposed to think that Fournier in his moist cases may be 
referring to cases in which there is obstruction to one of 
the accessory sinuses, described under my fourth head. In 
these cases I have seen a fetid discharge, always fluid and 
with no incrustations. 

The treatment of this atrophic form of disease, if my 
views of its cause and development are correct, is clearly | 
foreshadowed. While the disinfection of the cavities is im- 
portant, the rational method will demand a stimulating 
treatment. Our literature is quite full of recommendations 
of various antiseptic drugs as of benefit in ozzna, such as 
carbolic acid, salicylic acid, boracic acid, creasote, perman- 
ganate of potash, etc. I do not believe that they are any more 
than palliative measures, except in so far as the process of 
application is to an extent stimulating. 

The first indication, then, is the thorough cleansing of the 
parts. The fluid used should be alkaline, for its solvent 
action on mucus; and it should be disinfectant, in order to 
correct the results of the decomposition which has been 
going on inthe cavity. As good a fluid as I know for this 
purpose is the following : 


i 
Acidi carbolici, or. 
Sodz bicarb., 
Sodez bibor., aa gr. ij 
Aque, cae 
uh 


This should be thrown in by the post-nasal barrel syringe, 
as by this means the fluid can be directed against the dis- 
eased part with considerable force. The success of the 
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cleansing efforts should be tested by repeated inspection, and 
if the syringing it not sufficient the crusts should be removed 
by the probe and cotton pellet. 

After the cleansing has been successfully accomplished a 
stimulating application is to be made. For this purpose I 
know nothing more efficient than Pulv. Galanga, used in its 
full strength. In many cases Pulv. Sanguinaria will be found 
equally efficient. 

This process should be repeated daily, if necessary ; the 
object being to prevent, from the outset, an accumulation of 
crusts in the cavity. After a while it will be found that a 
patient may go two or three days without. treatment. In 
addition to this the patient should make daily use of the 
douche in order to keep the nasal membrane soft and moist. 
The fluid used may be the cleansing solution already given. 

I will only add one word more as to the prognosis. If 
the disease has existed for a number of years it is doubtful 
if a radical cure can be effected. If, however, the disease 
has not existed very long, 1 do believe that by the above 
plan a cure may be hoped for. I will say in regard to this 
point that I believe that the extent of atrophy of the tur- 
binated bones is always an evidence as to the curability of 
the disease. If these have entirely disappeared, all that can 
be hoped for is that the patient shall be kept free from all 
unpleasant symptoms, by the daily use of the douche. 

After the fetor has been corrected I know of nothing 
better for the patient to use in the douche than a solution 
of common salt, about a teaspoonful to a half pint of tepid 
water. 


CILIN Au NOTES: 


TWO CASES’ OF REFLEX LARYNGEAL COUGH, DUE TO Tk 
RITATION OF THE NASAL MUCOUS MEMBRANE. 


By CARL SEILER, M.D., 


PHILADELPHIA. 


CasE 1.—Jacob Walz, et. 24, a farm laborer, was admitted to 
the University Hospital early in December, 1881, suffering from 
choreic spasms, affecting the upper portion of his body, and ac- 
companied by severe spasmodic cough. These seizures were 
peculiar, inasmuch as they commenced with a feeling of suffoca- 
tion ; the patient would then grasp his throat with both hands and 
push the larynx from side to side, emitting at the same time a 
peculiar “grunting or barking” noise. His head was twisted 
backward and forward, and the air from the lungs was expelled 
by short. puffs through the nose. Hie had from.3-to rene 
these spasms during the 24 hours, and they lasted from 5 to 15 or 
20 minutes. It was found that strong coffee or tea, alcoholic 
stimulants, mental excitement, or the inhalation of dust would 
bring on an attack. He was placed on antispasmodics without 
their producing an appreciable diminution of the number of at- 
tacks, while the inhalation of nitrite of amyl always controlled 
the spasms. Before I saw the patient he had been in the hospi- 
tal for a little over a week, and during that time had been care- 
fully examined by Prof. H. C. Wood and Dr. C. K. Mills with a 
view to determine the cause of the trouble. Dr. Mills told me 
that the symptoms were such as to point to a central lesion, and 
yet, in spite of the greatest care, no central disturbance could be 
discovered prominent enough to warrant the assertion that it was 
the cause of the spasms. Prof. Wood made the case the subject 
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of a clinical lecture. Finally the patient was referred to me, with 
the hope that I might, with the laryngeal mirror, discover some- 
thing which would throw light upon the obscure causation of the 
disease. I found the man to beof medium height, emaciated and 
pale, and his face had an anxious expression. The laryngeal mir- 
ror could be introduced without difficulty, and with it I saw that 
the laryngeal mucous membrane was slightly hyperemic, but 
otherwise normal. The pharynx was granular and injected, and 
was covered with a thick whitish mucus. With the rhinoscopic 
mirror I saw that the post-nasal cavity was in a state of chronic 
inflammation, and the pharyngeal tonsil appeared somewhat en- 
larged. As soon as I attempted to introduce a nasal speculum, 
in order to examine the anterior nasal cavities, the patient was 
seized with one of his attacks, which lasted for about five min- 
utes, and prevented me from accomplishing my purpose. The 
same result followed every renewed attempt to explore the anteri- 
or nasal passages, but I finally succeeded, by having the patient’s 
head held by an assistant, and by letting him inhale a few drops 
of nitrite of amyl, in obtaining a good view, and found a large an- 
terior hypertrophy in the left nostril, springing from the lower 
turbinated bone and pressing against the septum, while the right 
nostril was almost completely obstructed by a deviation of the car- 
tilaginous septum, the result of an injury sustained several years 
previously. 

The laryngoscopic examination having given negative results, I 
reported to Prof. Wood that possibly the cause of the choreic 
attacks might be located in the nose, and that the removal of the 
_ hypertrophic tissue and the straightening of the septum might re- 
lieve the patient. He was thereupon handed over to me for treat- 
ment, and I at once proceeded to remove the hypertrophy by 
transfixing its base with a curved needle, by means of which the 
wire loop of Jarvis’ snare was retained in position after having 
been passed over the growth. This was a somewhat difficult 
operation, on account of the violent movements of the head and 
the spasmodic cough accompanying the choreic attack induced 
by the manipulations. I succeeded, however, finally, in placing 
the snare in position, and by slow traction removed the hyper- 
trophic tissue. Very little hemorrhage followed the operation, 
and immediately after the patient stated that he felt better, the 
spasm having subsided. I ordered for him iron and quinine in 
full doses, had the antispasmodics discontinued, and prescribed a 
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liberal meat diet. The next day, 24 hours after the removal of 
the hypertrophy, the resident physician reported to me that the 
patient had had but one attack, and that a very mild one. The 
wound in the nose presented a healthy appearance and signs of 
healing by granulation, and I was able to make a thorough ex- 
ploration of the anterior nasal cavities without producing spasm. 
The patient continued to improve so much that ten days after the 
operation, at his earnest solicitations, I allowed him to return to 
his home. Before he left I made him promise to return in two 
weeks to have the septum straightened, but he has, as yet, failed 
to make his appearance, and I conclude from this that the choreic 
attacks have entirely ceased. 

Case 2.—Thomas Knowels, zt. 12, applied at the dispensary 
for diseases of the throat at the University Hospital, complain- 
ing of sore throat. His mother stated that he had had sore 
throat for about four years, with hacking cough, and thick, starch- 
like expectoration ; that his nose was mostly stopped up; that 
he was short of breath when sleeping or running, nervous, forget- 
ful, and had a fickle appetite. 

On inspection I found the follicles in the pharynx greatly en- 
larged, and the mucous membrane dry and streaked. ‘The larynx 
was seen to be ina state of chronic inflammation, with a slight 
abrasion in the interarytenoid space. The post-nasal cavity 
showed the usual appearances of chronic catarrhal inflammation 
without posterior hypertrophies. 

The introduction of the nasal speculum into the anterior nares 
immediately produced a peculiar laryngeal cough of a barking 
character and of short duration, which was repeated every time 
the nasal mucous membrane was touched, and sometimes even 
when the tip of the nose was lightly pressed with the finger. The 
reflex laryngeal irritation in this case, however, did not amount 
to spasm of the glottis, as it did in Case 1, but simply gave rise 
to the short barking cough. 

Anterior nasal hypertrophies were found in both nostrils, and 
in the right one a large excoriation of the mucous membrane of 
the cartilaginous portion of the septum low down was noticed, 
covered with a dry scab. The septum was straight. In order to 
test the question whether the spasmodic cough was due to the 
nasal irritation only, I determined to confine the treatment to the 
anterior nasal cavities, ignoring for the present the inflammation in 
the laryngeal and pharyngeal cavities, and to await developments. 
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I painted the excoriation, having first removed the scab, with 
a strong solution of nitrate of silver, and applied the galvano- 
cautery to the hypertrophies. At home the patient was ordered 
to snuff salt and water up his nose night and morning, and to 
take ten drops of the syrup of the iodide of iron three times a day. 

A week after this he reported again, and I found him very 
much improved, the hypertrophies being considerably reduced in 
size, the cough and shortness of breath much better, and the 
general health improved. The spasmodic cough could only be 
produced by touching the raw surface on the septum in the 
right nostril with the point of a probe, while the careful intro- 
duction of the speculum had not the slightest effect upon the 
larynx. The boy has since continued to improve, and at the time 
of writing is almost well. 

It is true that cases of laryngeal cough and spasm due to re- 
flex irritation are by no means rare, and we find in the hterature 
on the subject a number of instances in which the cause of the 
laryngeal irritation was found to be more or less remote from 
the organ. Perhaps the most frequent cause of spasmodic laryn- 
geal cough, not dependent upon local lesions, is hysteria, occur- 
ring, as Cohen has pointed out, both in males and in females, 
although it is more common in the latter. 

An irritation of the mucous membrane of the stomach or the 
intestines frequently gives rise to distressing paroxysms of cough 
(the so-called stomach cough), and even irritation of the liver and 
of the pericardium is said to produce laryngeal cough. 

The instances of so called “ ear cough,” due to an irritation of 
the external auditory meatus, are also frequent in literature, and 
many cases are cited in which a persistent cough was instantly re- 
lieved by the removal of inspissated cerumen from the ear. 

I have, however, not found a single instance in which, as in my 
two cases, the irritation causing the cough or laryngeal spasm was 
seated in the nasal mucous membrane; and yet there is no reason 
why an irritation in this locality should not give rise to laryngeal 
symptoms as well as an irritation of the external auditory meatus.’ 

In either case, the irritant acts, as has been pointed out by Dr. 
Elsberg in his little pamphlet on cough and its treatment, upon the 
distal nerve ends. He says: “ The remote causes in hysterical 
and nervous cough, ear cough, so-called stomach cough, etc., act 





*Since writing the above notes I have met with two other cases of Nose 
Cough, 
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by influencing the motor reflexes, sometimes by means of inde- 
pendent sensory centres (the existence of which clinical observa- 
tion, as well as anatomical reasons, have led me to assume), often, 
I believe, with implication of the vaso-motor nerves.” 

In the cases where nasal irritation has been found to be the cause 
of laryngeal cough, another factor may yet be adduced to account 
for the symptoms, viz.: the direct irritation of the interarytenoid 
space, which must be looked upon as the laryngeal cough centre, 
according to the investigations of Nothnagel, Stoerk, Beschamer, 
and others, by mucus dropping into it from the post-nasal cavity 
as soon as the nasal mucous membrane is irritated by external and 
mechanical causes, as was observed in the two cases described ; 
for such an irritation will cause an instantaneous and copious flow 


of secretion, not only from the nasal, but also from the pharnygeal, 
mucous membrane. 


TRACHEOTOMY INA CASE OF PHTHISICAL . ULCERATIVE 
LARYNGITIS; FOLLOWED “BY CURE OF LOCAL DISEASE 
BEFORE DEATH OF PATIENT FROM LUNG 
COMPLICATION. 


By JOSEPH A. WHITE, A.M., M.D., 


RICHMOND. 


Miss S. W., 23 years of age, applied for treatment Nov. 11, 
1879, because of the loss of her voice, which had begun to leave 
her about one year before. She could speak only in a whisper, 
and this was fatiguing. Had an irritating cough; naso-pharynx 
inflamed and granular, with considerable secretion of mucus. 
Larynx was congested, interarytenoid fold swollen, and with 
slight reddish elevations ; cords red, and did not approximate 
closely in phonation nor dilate freely upon inspiration. » This 
want of motion was more marked about the right cord. A care- 
ful examination of the lungs gave a negative result. Has constant 
pain in back and dull headache ; is habitually constipated, and 
suffers from irregular and painful menstruation. I put her on cod- 
liver oil and hypophosphites and iron, with use of warm stimu- 
lating inhalations. Locally, tincture of iron spray, brush applica- 
tions of chlor. zinc solutions, and use of electricity. Under this 
treatment she gradually improved, and in March, 1880, against my 
advice, she ceased treatment, with voice and general health better. 
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In September following she returned to the dispensary much 
worse, pallid, emaciated, with no voice, and some dyspnoea and 
dysphagia. Apex of right lung slightly indurated, and bronchial 
and mucous rales all over the chest. Ulceration of right vocal 
cord, ventricular band, interarytenoid space, and over right ary- 
tenoid cartilage. The glottic aperture was quite small, possibly 
from tubercular infiltration of the mucosa and mechanical par- 
alysis of the cords. Internal treatment as before. Locally, anti- 
septic spray for cleansing, then applications of chlor. zinc solution 
with brush, sometimes followed by powder of morphia and todo- 
form, if much pain. 

This treatment, with use of soothing inhalations, gave consider- 
able relief, but only temporarily. The local appearances seemed 
to improve, but the glottic aperture became smaller and the dysp- 
noea greater. In Nov. the difficulty of breathing was so constant 
and alarming that on the 28th I opened the trachea above the 
isthmus without anesthesia. There was no hemorrhage and no 
spasmodic cough when opening was made. She experienced im- 
mediate relief from her distressing symptoms when the canula was 
inserted. It was removed, cleansed, and returned every day. Four 
days after the operation I made a laryngoscopic examination, and 
found no glottic aperture, and the whole interior of the larynx 
bathed in a muco-purulent secretion. If the tube was closed by 
the finger, a struggle for breath at once took place. 

I ordered tonics to be continued, with concentrated liquid diet, 
but could not persuade her to eat much, because of a dread of 
food entering the windpipe and choking her. Of this impression 
I could not disabuse her mind, and I attributed her death as much 
to inanition as to the lung disease. JI continued to make daily 
applications to the larynx, and was gratified to see a gradual im- 
provement. 

On Dec. 28th she had a hemorrhage. 

Jan. gth she seemed very weak ; had an occasional cough, but 
she could breathe well with the tube closed, and her voice was 
much improved. ‘The discharge from the larynx had ceased ; the 
ulcerated surfaces had entirely healed, leaving the right cord slight- 
ly jagged and with but slight motion ; the glottic opening was quite 
large, and the arytenoids only slightly swollen, This condition con- 
tinued until her death, which occurred Jan. 22d. A few days prior 
to her decease a decided cavity at the apex of right lung was de- 
tected, but there were not sufficient changes to account for her death. 
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A. post-mortem was not allowed. I am confident she would 
have lived much longer had she gotten over her dread of taking 
food. 

The interesting point about this case was the fact that a perfect 
cure of an ulcerative phthisical laryngitis of tuberculous charac- 
ter, if we can trust our accepted modes of diagnosis, was the re- 
sult of the tracheotomy and subsequent treatment, notwithstand- 
ing the serious nature and steady progress of the accompanying 
lung disease. ‘This is an illustration of what Dr. Beverley Robin- 
son so strongly advocated in an article in these ARCHIVES, Sept., 
1880, viz., the therapeutic value of rest in laryngeal affections. 

Dr. R. then stated that ulcerative phthisical laryngitis (non- 
tubercular) had been cured more than once by wearing a canula, 
and expressed the opinion that it isin many cases a curable affec- 
tion. At the time of reading that article I found very little to 
warrant him in the latter assumption, the mass of authority among 
laryngologists being decidedly adverse to it. My own experience, 
it is true, had been limited, but still I had seen many cases of this 
kind which had almost invariably resisted all modes of treatment, 
slowly but surely getting worse, and even the exceptional cases 
which seemed to improve only did so for a while. ‘This one case, 
however, altered my views, and convinced me that, under certain 
circumstances, the local changes in ulcerative phthisical laryngitis’ 
can be cured. The fact that the patient died does not at all con- 
trovert the fact that the laryngeal affection disappeared, nor the 
value of that fact. I believe that had she continued treatment in 
March, when she showed decided evidences of improvement, and 
when physical examination could detect no signs of diseased lung, 
that she would have entirely recovered, or have arrested the prog- 
ress of the disease, and staved off the end may be for some 
years. : 

The value of tracheotomy in this case is obvious, and supports 
Dr. Robinson’s views, reiterated in the October number of the 
ARCHIVES, “that it is certainly a palliative procedure of much 
value; that it may ultimately be found a direct curative means, 
yielding very favorable results ; and that it seems indicated not to 
delay the operation to a late date.” 

I did, however, delay the operation as long as possible, because 
I had little faith in it as a curative means, and only resorted to it 
to relieve the distressing paroxysms of dyspnoea. I was therefore 
very much gratified by the result. 
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By CHARLES E. SAJOUS, M.D., 


PHILADELPHIA. 


A. H., zt. 43, carpenter, was brought into the Surgical Out-door 
Department of Jefferson College Hospital, in a comatose condi- 
tion. A deep cut under the chin was the only visible injury, and 
this giving rise to profuse hemorrhage, hemostatics were applied 
and the edges of the wound united by stitches. As soon as able 
to speak the patient complained of great pain in the throat, and 
expressed astonishment at the character of his voice, which had 
completely changed ; it had become very low in pitch, and any 
attempt to raise this would greatly increase the pain. Dr. Joseph 
Hearn, chief of the clinic, upon examining the throat externally, 
detected distinct crepitation in the left wing of the thyroid carti- 
lage, apphed adhesive strips, and referred the case to me. 

While walking on a row of large dry-goods boxes in a dark 
cellar, Mr. H. had not noticed that one of these was missing, and 
upon falling into the open space struck his chin against the edge 
Of the box before him. He felt as if-the front of his neck. had 
received a violent stretch, and after that lost his senses. He was 
found in this condition and brought to the hospital. 

A few hours later the patient became completely aphonic; the 
jaws could only be separated with great difficulty ; the act of 
swallowing produced intense pain. By this time, also, the neck 
had become swollen to a marked degree, although no particular 
line of tenderness indicated that the neck proper had struck 
against the box. Pulse 94, temperature ro1}°. 

During the evening, breathing became difficult, enough so to 
induce me to prepare for tracheotomy. It was impossible to in- 
troduce a mirror to examine the larynx. The pulse by this time 
had risen to 106, and the temperature to 102$°. I ordered mus- 
tard foot-baths, and applied a blister on each side of the neck, 
expecting by derivative action to decrease the congestion or 
cedema in the parts. Noticing a slight improvement I ordered 
a drastic purgative (elaterium), which caused four liquid stools. 

The next morning the patient was much better; the dyspnoea 
was but slight, and the pulse had decreased to go; temperature 
1oo°. The swelling had somewhat declined, but the pain was as 
severe. Crepitation was easily felt in the left wing of the thyroid 
cartilage, the line of fracture following, as far as I could judge, 
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that existing between the insertions of the sterno-thyroid and 
thyro-hyoid muscles. My treatment merely consisted in main- 
taining the parts in proper apposition, and anodynes internally. 
It was not, however, before two weeks that the patient was able 
to make his voice audible, or to open his mouth sufficiently to en- 
able me to introduce a mirror. I found the larynx somewhat 
congested but otherwise normal. 

I saw him four months later and found the crepitation as 
marked as immediately after receiving the injury. The voice had 
remained rather weak, but was natural in tone. 

C. P., zt. 31, contractor;.came to the throat clinic suffering 
from subacute laryngitis. In examining his throat externally I 
felt distinct crepitation in the left wing of the thyroid cartilage, 
just below the base of the superior cornu. Upon asking him if he 
knew any thing about the origin of this condition, he told me that, 
two years before, in a spell of violent coughing lasting three hours, 
he felt as if something had broken in his throat with a snapping 
noise, followed by severe pain and swelling of the neck. This 
continued for a week, then gradually subsided, leaving a sensation 
as if a foreign body were in the larynx. Laryngoscopic examina- 
tion revealed nothing, and the fracture did not seem to interfere 
with any of the functions of the larynx. 


HYPERPLASTIC THICKENING OF THE INTERARYTENOID 
SPACE, SIMULATING A PH THISICAL-ULCER. 


By Dr. B. TAUBER, 


CINCINNATI. 


A. B., merchant, zt. 31, of a nervous temperament, and a great 
smoker, for five years speaks aphonic, has a tickling sensation in 
the throat, also a sensation like a foreign body, which he cannot 
remove, and is compelled to hawk it up. Lung and heart normal. 
The laryngoscopic examination revealed a hyperemia of both 
cords slightly thickened, the posterior commissure thickened 
entirely, I may say, elevated at least one line in diameter, and 
whitish-looking, simulating a phthisical ulcer. Several physicians 
have diagnosticated the case to be phthisis of the larynx, and the 
nolt-me-tangere treatment was used. I came to the conclusion 
that the aphonia and other symptoms were due to this thickening, 
acting there like a foreign body, preventing the approximation 
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and entire closure of the glottis. With the laryngeal forceps I 
have removed the tissue in the interarytenoid space, and, after 
several weeks, the tissue disappeared; and the entire closure of the 
glottis was the consequence. Seven years have passed since, and 
no return of this tissue is noticed. His voice is strong and clear. 


SY PHILITIC STENOSIS: OF THE. LARYNX: AND ,-TRACHEA 
AFTER 45 YEARS. 


{ 


By Dr. B.°TAUBER, 


CINCINNATI. 


R. W., xt. 70, has used his voice a great deal ; since two years 
speaks aphonic above a whisper; also has great difficulty in 
breathing, and a wheezing, crowing sound is noticed on inspira- 
tion. Forty-five years ago he contracted syphilis. Looking into 
the pharynx the uvula seemed like cut transversely, and was hang- 
ing loose in the pharynx, on a thin and slender string. On 
phonation the vocal cords were not visible, the glottis narrowed 
to about one line in diameter ; from the right ventricular band a 
neoplasm the size of a bean is seen extending downward. In 
breathing, through the narrow fissure in the glottis I could notice 
the trachea so thickened that the smallest bougie would hardly 
pass through. Very large doses of iodide of potassium had no 
effect whatsoever. I performed low tracheotomy, and the patient 
felt comfortable for eight weeks. One night the canula was not 
in situ, and the patient was found dead in the morning. The 
loose-hanging uvula I had clipped at the first sitting, and the 
tickling sensation in the throat disappeared. 


& CASE OF “PRIMARY NASAL DIPELITHERIA. 


By SAMUEL JOHNSTON, M.D., 


BALTIMORE. 


Some months since I operated upon a lady twenty-five years of 
age, for nasal growths, removing with the forceps a medium-sized 
polypus from each nasal cavity. The operation was attended by 
little hemorrhage and scarcely any discomfort to my patient. 
Three days elapsed before I saw the lady again, when she con- 
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sulted me complaining of great difficulty in breathing through her 
nostrils, also a general feeling of malaise. 

The inside of her nose had been very uncomfortable for 
twenty-four hours before ; and she had passed a wretched night 
in consequence of great dryness of her throat. The thermometer 
placed under the tongue registered: ro1° ; her pulse was 112, 
and her respiration about normal. 

Upon physical examination the cervical glands, and also those 
at the angle of the lower jaw, were found to be swollen and sensi- 
tive upon pressure. A thin watery discharge exuded from her 
nostrils. She complained of frontal headache, though at no time 
was there present much constitutional disturbance. 

Upon dilating the anterior nasal orifices, and throwing a strong 
reflected light upon the affected parts, a pseudo-membrane, yel- 
lowish-white in appearance, a line or so in thickness, firm to the 
touch, adhering with great tenacity to the septum and turbinated 
bones, was perceived. 

Elevating the free edge of this membrane with a silver probe, 
the mucous surfaces to which it was attached were seen to be 
intensely hyperemic, with great disposition to bleed. 

Rhinoscopic examination revealed only a few isolated patches 
of diphtheritic deposit, of small size, in the post-nasal space. 
These were situated in the fossze of Rosenmiiller, and around the 
mouths of the Eustachian tubes ; but upon the septum and tur- 
binated bones abundance of pseudo-membrane could be distinctly 
seen, 

The pillars of the fauces, also the soft-palate, were hyperemic, 
but manifested no disposition to develop the exudative process. 

The larynx was healthy. A diagnosis of nasal diphtheria was 
made. 

The treatment consisted of liberal doses of quinine in solution, 
every four hours, with a diet of broth, milk, and beef tea, with an 
occasional glassful of hot claret punch. A lotion of carbolic acid, 
gr. ij, lime water, 3 j (with an equal quantity of warm water added 
at the time of using), was ordered to be injected into the nostrils 
every half hour, alternating with milk as hot as could be com- 
fortably borne, and I may here state, that so great was the relief 
given by this injection, my patient remarked to me that “the i 
hours seemed too long.” 

The enlarged glands were gently rubbed, twice daily, with an 
anodyne liniment. This treatment was continued without any 
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material change until the temperature reached the normal, which 
was seventy-two hours after I first saw the patient, or the fourth 
day of the disease. | 

The false membrane was now beginning to exfoliate. 

This process was attended by frequent attacks of epistaxis, 
though none of them were very profuse, and the site of the 
detached membrane was seen to be inflamed and ulcerated. 

On the seventh day the nasal cavities were seen to be quite free 
from the diphtheritic deposit, respiration through this channel 
being once more re-established. 

A spray of boracic acid, gr. x ij, sulphate of zinc, gr. $ to the 
ounce of water, was now used several times daily to relieve the 
catarrhal condition remaining. 

At the end of two weeks the disease had run its course and was 
followed by no sequelez. 

Such is the history of the case. 

Its etiology, however, was rather obscure until some time after, 
when I ascertained that, after leaving my office upon the day of 
the operation, this lady went with her sister to her dress-maker, 
and was there “fitted” for a dress by a woman who seemed to be 
ill, and whose throat was enveloped in a flannel bandage. On 
the following day they repeated their visit, and it was on the same 
evening that the foregoing symptoms developed themselves. This 
dressmaker, no doubt, had diphtheria, hence the source of con- 
tagion. 

The raw surfaces in the nostrils, left by the removal of the 
growths, offered a fertile soil upon which the diphtheritic “ germs ”’ 
could luxuriate. 

Nasal diphtheria is a rare disease, except as an extension of the 
pharyngeal variety. It occurred to me, therefore, that it might 
not be uninteresting to record a case where the disease first mani- 
fested itself in; and was strictly confined to, the nasal cavities. 


TRANSACTIONS 
oe THE 

FOURTH ANNUAL MEETING 
OF THE 


AMERICAN LARYNGOLOGICAL ASSOCIATION, 


HELD IN THE HALL OF THE MEDICAL LIBRARY ASSOCIATION, BOSTON, 
JUNE 12, 13, AND 145 2382. 


first day, morning session. 


The meeting was called to order at 10 o’clock by the President 
of the Association, Dr. F. I. Knight, who occupied the chair. 
The first Vice-President, Dr. E. L. Shurley, took his place upon 
the platform. 

The Secretary announced the following Fellows present upon 
the calling of the roll : 


FREDERICK I. KNIGHT, M.D., Boston, E. L. SHURLEY, M.D., Detroit, First 


President. Vice-President. 

Gro. M. LEFFERTS, M.D., New York, FRANK H. BoswortTH, M.D., New 
Secretary and Treasurer. York, Librarian. 

Morris J. AscH, M.D., New York. E. W. CusHinc, M.D., Boston. 

Wo. H. DAty, M.D., Pittsburgh, D. B. DELAVAN, M.D., New York. 

L. ELsBerG, M.D., New York. T. R. FrencuH, M.D., Brooklyn. - 

J. H. HArtMAnN, M.D., Baltimore. E. HoLtpEn, M.D., Newark. 

E, F. IncAts, M.D., Chicago. Wo. C. JARvis, M.D., New York. 

S. Jounston, M.D., Baltimore. S. W. LANGMAID, M.D., Boston. 

R. P. Lincotn, M.D., New York. G. W. Major, M.D., Montreal. 


E,. C. MorGan, M.D., Washington. | BEVERLEY ROBINSON, M.D., New York. 
J. O. Ror, M.D., Rochester, N. Y. S. F. RuMBoLpD, M.D., St. Louis. 
CARL SEILER, M.D., Philadelphia. 
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The following newly elected Fellows were also present and 
signed the register : 
T. Amory DEB ors, M.D., Boston, F, H. Hooper, M.D., Boston. 
D. H. RAnkKIN, M.D., Allegheny City, Penna. 


Among the guests were : 


HENRY J. Bownpitcu, M.D., FRANCIS H. DAVENPORT, M.D., 
DouGLAS GRAHAM, M.D., A. H. NicHots, M.D., 

F. H. Brown, M.D., W. F. GARNETT, M.D., Boston. 
J. W. McArtuur, M.D., Lynn. F. H. Piero, M.D., Chicago. 


N. A. PowE 1, M.D., Edgar, Ontario. 


PRESIDENT’S ADDRESS. 


Gentlemen of the American Laryngological Association : 


After another year’s vicissitudes we are again assembled to 
promote the cause of Laryngology by a comparison, and it may be, 
if necessary, a conflict of ideas in regard to subjects connected 
with our specialty. 

The progress of laryngology during the past year has been 
satisfactory, and its triumphs not a few ; among the latter our suc- 
cess at the International Medical Congress at London deserves 
especial mention. Laryngology, assigned for some petty reason 
to the position of a subsection, brought forth papers and discus- 
sions universally admitted to be among the very best of the Con- 
gress. 

Several of our colleges have, during the past year, recognized 
laryngology by the establishment of professorships, though lack 
of time still prevents much prominence being given to it in the 
regular courses of study. It may be said that the progress 
of our specialty has been satisfactory, but is capable of much 
greater development. The question for us is, how we can further 
this object. 

As professed laryngologists, we have two distinct duties ; one to 
the specialty which we have adopted, to develop, foster, and im- 
prove it in every possible way ; and the other to the general pro- 
fession and the community in which we live, to make our knowl- 
edge of the greatest possible benefit to mankind. The first 
of these duties we discharge by our individual studies and re- 
searches into the nature of laryngeal and allied diseases, and the 
proper methods of treating them; by our contributions to special 
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journals ; and by our papers and discussions in this Association. 
The second duty involves the consideration of the best means of 
ensuring that amount of knowledge of our specialty, particularly 
of the methods of examination, which every practitioner of medi- 
cine should possess. The community are not slow to learn the 
real advances in our art, and are now pretty generally aware that 
a physician is not fulfilling his duty to them, when, for instance, 
he gives an opinion on the cause of hoarseness, and prescribes a 
remedy for it, without using the laryngeal mirror. It will be a 
great gain when every physician feels he must own a laryngoscope. 
A more important point for us here arises, how we can make him 
use it intelligently ; how all men who graduate from our medical 
schools shall be given a little available knowledge of laryngology 
during their precious time of pupilage. If the student neglects to 
acquire some practical familiarity with the use of the laryngo- 
scope while still attending the hospitals, he will probably never 
make it up afterward. Above most other methods of exploration 
it requires continued supervision by a master. As I see students, 
now fortunately scarcer every year, who slip along their college 
course without taking every available opportunity for personal 
contact with the patients of the hospital, I am constantly reminded 
of the reproof administered by the late Prof. Meigs, who, while 
conscientiously demonstrating some obstetric operation to his 
students, called out to an inattentive one: “ You had better pay 
attention here, young man; some day when you are settled off 
in the country you ’ll have a case like this, and then you ’1l ‘ wish 
to God old Meigs was here.’ ”’ 

The consideration of improvement in instruction in laryngology 
involves a consideration of the methods and means of medical in- 
struction as a whole. 

Medical instruction, as given in our schools, may be divided 
into two great classes: the (1) didactic, and the (2) laboratory 
and clinical. The latter is growing every year, where such 
growth is possible, at the expense of the former; and rightly. 
One case of laryngeal phthisis properly demonstrated to the 
student is worth a hundred unillustrated descriptions of the dis- 
ease. Diseases of the larynx, however, cannot be demonstrated 
to large bodies of men, as many others can, but the student must 
have opportunity for personal examination, as in diseases of the 
chest. It does little or no good for the teacher to tell what he 
sees or hears ; the student must see or hear for himself. 
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This valuable, and, I may say, usually valued, privilege, is af- 
forded the student by few colleges in their regular course. This 
arises from the fact that such instruction can be given only to 
very small sections, and necessitates a repetition of instruction and 
a consumption of time impossible in the course of study as at 
present carried on. So this instruction has usually been given in 
private courses, either by the professors themselves, or gentlemen 
outside the Faculty, who, nevertheless, have enjoyed the patron- 
age of the institution. The Harvard Medical School, in its pro- 
gressive, graded course, undertakes to give all its students practi- 
cal instruction and personal experience in all methods of physical 
exploration. Its regular course of study, however, is still only 
three years, consequently the amount of time given each student 
for special courses is necessarily inadequate. ‘Those, however, who 
take the four years’ course, at present voluntary, have a most ex- 
cellent opportunity for such work. 

The practical question for us to consider and agitate, gaining 
more and more toward a perfect end every year, is how to ensure 
the best knowledge*of our methods in the shortest time. It seems 
to me that undergraduate instruction in every branch should be 
under the exclusive direction of a head of the department. Exer- 
Cises in the same branch by different men, more or less under the 
patronage of the Faculty, involve a waste of time on the part.of 
the student. There is no doubt that an immense amount of 
knowledge can be gained by roaming about from one hospital to 
another, and taking a course here and there as fancy may dictate, 
but the question with the Faculty of a medical school is how to 
graduate its pupils with a full, well-rounded education ; men with 
a good knowledge of all branches, and with no sad defects to re- 
pair, or to lament their inability to repair, afterward. It seems to 
me that it would be wiser if all of our medical schools should lay 
down: a more definite course, making provision for all the de- 
tails of study, offering more of the school, and less of the univer- 
sity, system. | 

The graded course has, of late years, commended itself to 
teachers for obvious reasons. Many pupils entering medical 
schools are unused to study, and even if they were used to it, 
would be unable to distribute their time to advantage without aid. 
Those long engaged in teaching must naturally be the best judges 
of the proper division of time among elementary studies, and all 
study before graduation may be considered elementary. There 
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can be no doubt that the system of graded courses is a good one ; 
but a complete course of medical study should include much more 
than is usually put into it. We find most of our schools now an- 
nouncing graded courses in the grand divisions of medicine, but 
few of them include much knowledge of the specialties. What is 
the resuit? The student may leave the medical school with even 
less knowledge than formerly of diseases of the eye, ear, throat, 
etc., unless he supplements the regular course by private ones, 
because, being specialties, the professors of medicine and surgery 
have avoided them entirely, whereas in old times they devoted at 
least a few lectures to each of them. In old times the education 
of the medical student was undertaken by physicians in every 
community. This education was supplemented by the winter 
course of lectures and dissections at some university. Now the 
whole instruction of the student has been undertaken by the corps 
of teachers at the medical schools. In the advance of medicine 
and its specialties a complete education is much harder to provide 
than formerly, requiring expensive accommodations and para- 
phernalia. 

Our special concern is to consider how we can promote the 
teaching of laryngoscopy in the schools—~. ¢., a sufficient amount 
for the general practitioner. 

In the first place we must strike at the root by using our 
efforts for a prolongation of the term of study. All of us will 
agree, without discussion, I think, that four years is a short 
enough course for a doctor of medicine. What prevents its adop- 
tion as the time required by the leading medical schools? (1) 
Fear of losing students. What harm in that? Would the com- 
munity suffer for lack of practitioners? I think not. If there is, 
however, a demand for doctors of inferior attainment, let them go 
out with diplomas from schools of confessed second rate. There 
is no reason why the first-class college should now keep down the 
standard of its degree to accommodate the demand for second- 
class doctors. 

(2) The second, and I fear more potent reason, is the dread of 
diminished income. The commercial character of our medical 
schools has always been a great drawback to their proper ad- 
vancement. The extension of the time of study would require 
more time from the professor, and at first, certainly, less pay, 
though I apprehend much less money loss than is generally an- 
ticipated from raising the requirements for the degree. The char- 
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acter of medical, and in fact of all students in this country, is 
improving, and there are enough who want the best at whatever 
expenditure of time and money, to maintain a good attendance 
at our leading schools in spite of additional requirements. 

It should be the endeavor of all interested in medical education 
to make the salaries of the professors independent of the fees 
of the students. A great step in this direction has been made at 
Harvard, where the pay of the professors bears no relation to the 
number of students who attend his course; but here, in the absence 
of much endowment, the size of the salaries in general must de- 
pend on the number of students at the school. This brings us, 
naturally, to the subject of endowments. 

Proper medical education is a very expensive undertaking. Why 
should not the medical schools be endowed ? In what department 
of education have the community a more vital interest? Very few 
are so blind to the relation between a good medical school with 
the necessary hospital advantages, and the well-being of the com- 
munity, as the trustee of one of the large hospitals in this city, 
who proposed to exclude students from its wards, and give the 
entire medical and surgical care of the patients to a few resident 
physicians and surgeons, shutting up the hospital lke our private 
insane asylums. When the benefit to the practice of medicine 
and surgery of having a full staff of active men on duty, who 
should demonstrate their practice to all students, was mentioned, 
this trustee said he ‘had always been able to get a good doctor, 
and reckoned he always could.’ I have always held that when 
the subject of endowment had been properly presented to the lay- 
men of the community, there was no object they would aid more 
willingly. The liberal subscriptions of this community for the 
erection of a new medical college for Harvard University is an 
illustration of this. 

In order that medical education may take rank with other 
branches, it must have its endowments. Our profession is not 
given to begging, but it must make the move in this instance, for 
none appreciate so well the importance of the object. How shall 
we beg? Select some definite object to be accomplished—the 
erection of a new building, the endowment of some professor- 
ship,—and then agitate it, or start a general fund for your institu- 
tion, to be used at the discretion of the trustees. The various 
ways of solicitation will soon become familiar. A lady who was 
understood to have borne a prominent part in raising funds for 
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the erection of a hospital, told me that the duty assigned to her in 
the matter was to write a newspaper article every week, which she 
did for many months, in that way keeping the object before the 
public. The confidence awarded to a family physician often 
causes him to be selected as a witness to wills, and he may fre- 
quently without obtrusion suggest beneficiaries. There is much 
in fashion in such matters, which once being set, many will fol- 
low. 

Allowing that we have secured time and money, how shall the 
teaching of our own specialty be carried on? ‘The first need is 
proper hospital or dispensary accommodation for that personal 
examination of patients which is indispensable in this department. 
We are likely here to be met with a difficulty long felt, arising 
from the fact that most of our charities are under a different gov- 
ernment from our medical schools. The governing bodies of the 
hospitals have at best only a secondary interest in the accommo- 
dation of students, consequently the rooms in which courses in 
laryngoscopy have been given, have been usually far too small for 
the mere admission of the necessary number of students, to say 
nothing of the serious detriment to health likely to arise from 
breathing an atmosphere vitiated by so many breaths and so much 
gas-light. In spite of some valid objections, it becomes more de- 
sirable every day that the medical college should control its clini- 
cal material and clinical lecture-rooms. ' The teacher of laryngo- 
scopy needs a very large, high-studded room, in which at least a 
dozen students with as many patients can work at one time with 
comfort. There should be also small separate rooms for examina- 
tion of the chest, operations, etc. With one good assistant the 
teacher can easily overlook the work of a dozen students, and thus 
much time be saved. I think that every student should have at 
least a six-weeks’ course of daily practice in this manner. This 
should be supplemented by lectures on the technique of laryngo- 
scopy, and on the diagnosis and treatment of diseases of the 
throat. In those of our schools which have very large classes, this 
plan could be carried out only by efficient corps of assistants who 
should conduct these practical exercises at several public clinics, 
under the general supervision of the professor of the department, 
who should see to it that this supplementary education, which is 
perhaps of more value than his lectures, should be systematically 
and thoroughly carried on. By some central supervision of these 
supplementary courses, the students’ time can be much more prof- 
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itably employed. ‘The fact is, however, that most of the students’ 
day is now taken up with the necessary general courses, and no 
proper complete system of education can be expected till more 
time is required for graduation.. How long will our Faculties go 
on in the old way, letting students pick up as they can knowledge 
which is recognized as of prime importance, but for which they 
make no provision? A great deal of this instruction has been 
given in summer courses, so-called,—instruction much of it of vital 
importance to the practitioner. The “Summer Faculty” of one 
of the largest medical colleges in this country has just resigned, 
because they felt they were not sufficiently recognized in the gov- 
ernment of the college. Ican see no way out of the difficulty 
except by an extension of the time of study. Then every thing 
which is necessary to a complete education should have its proper 
place and time in the curriculum, as decided by a committee of 
the Faculty, and there should be no supplementary courses except 
for graduates. 

Interest in and knowledge of our specialty may also be pro- 
moted by the presentation of papers, reporting of cases, etc., to 
the general medical societies, and the contribution of articles to 
the general medical journals. Laryngology is still too young to 
warrant our withdrawing within ourselves, and we should not de- 
vote ourselves exclusively to special societies and journals. The 
practical part of our art is always of interest and eagerly sought 
for by the profession at large. 

Allow me now to revert for a few moments to the matters of our 
own Association. Thus far our meetings have been thoroughly 
successful. The papers have been good, and the discussion ami- 
cable. The Association has been remarkably free from those petty 
dissensions which have often wrought much mischief to similar or- 
ganizations, The good-fellowship established among men who 
before were strangers has been free and most cordial. It behooves 
us to see that this most satisfactory condition of the Association is 
maintained ; and in this connection I would call the attention of 
the Fellows, first, to the personnel of the Association. It was felt 
by its founders that fellowship should be limited to recognized 
specialists, who would take an, active interest in the Association, 
and that for some time to come fifty would include all of these. 
This number we approach very closely this year. Last year, how- 
ever, provision was made for dropping from the rolls all who fail 
to attend or send a paper to three successive meetings, and a 
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number of vacancies may be created in this way. There seems 
to be no reason at present for changing our limit of membership, 
but rather that the standard for admission should be raised. The 
members who have heretofore contributed, and who now contrib- 
ute papers, while in the future taking the same interest in their 
specialty, and perhaps attending all the meetings and taking part 
in the discussions, may not, as private practice becomes more ex- 
acting, prepare as many papers. So we must look to it that the 
young men whom we admit to fill the few vacancies, are men who 
have not only an interest in the specialty as listeners and learners, 
but an aggressive interest, which will cause them, in their turn, 
for some years, to bring to us annual contributions. Perhaps it 
would be well that not only the form of a thesis, but a good one 
of definite length, should be a szze gua non of membership, and 
that a man who could not or would not write this should not be 
considered worthy of membership. 

I would call your attention, secondly, to the place of meeting. 
Last year, without due! consideration, the Association hurriedly 
voted to hold the next meeting at Niagara Falls. Becoming soon 
convinced that an effort to meet there would result in failure, with 
the approval of the Council, I issued a circular proposing the 
change to Boston. The thirty-eight answers received were unani- 
mously in favor of the change. In this connection, the experi- 
ence of other special societies in meeting at Niagara may be of 
interest. The Ophthalmological Society met in New York in 
1876, twenty-six members present. In 1877 they met at Niagara 
Falls, six members present, and adjourned for want of a quorum. 
They met next year at Newport, and had twenty-four present. 
The Otological Society met in New York in 1876, seventeen mem- 
bers present. In 1877 they met at Niagara Falls, four members 
present, and adjourned for want of a quorum. They met next 
year at Newport, and had eighteen present. It must be said, how- 
ever, that during the summer of 1877 there was a strike among 
the railroad employés, which rendered travelling somewhat un- 
certain. I myself feel that, as long as so large a proportion of our 
members live in New York or immediate vicinity, our meetings 
must be held within at most a night’s journey from that city. As 
to the question between a watering-place and a city, I am at pres- 
ent decidedly in favor of the latter. The city affords the Fellows 
an opportunity, by prolonging their stay for a day, to visit hospi- 
tals, special clinics, instrument stores, etc. It also gives them an 
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opportunity to become acquainted with the profession of the 
country outside of the specialty, and a better chance, as I said in 
my circular, “to diffuse the knowledge and promote the cause of 
Laryngology.” The arguments which have been adduced in favor 
of a watering-place for our meetings have been that the Fellows 
would not be drawn off by outside excitements, and that mem- 
bers residing in the city visited would not be burdened with the 
work of preparation, or led into an increasing extravagance in en- 
tertaining the Association, as one city and another was visited. In 
regard to outside attractions Iam inclined to think that the polo 
at Newport and the races at Long Branch might prove as seduc- 
tive as any thing to be found in the summer time in the large 
cities. 

In regard to the second argument, I can but think that all 
Fellows will take only pleasure in arranging for the reception of 
the Association whenever it does them the honor to meet in their 
city. As to the temptation to extravagant entertainment, the 
Council has this year taken preventive action in declining the 
invitation of the Boston Fellows to dine, and establishing the 
dinner as an annual custom of the Association, each member 
paying for his own dinner ticket. Beyond this, I think we may 
rely upon the good taste of the Fellows to do nothing foolish. 

In regard to the time of meeting, it seems to me that it would 
be better to have a fixed time, not to be changed except for 
extraordinary reason. It is impossible to fit our meeting upon 
that of the American Medical Association in such a manner as to 

suit all who desire to attend both, and I would recommend an 
entirely different time. The American Medical Association 
always meets the first Tuesday in the month. We might take the 
third Monday in May for our meetings. This would prevent 
conflict in either direction. 

In whatever way the Association may decide to publish the 
papers read before it, it is imperatively necessary that the minutes 
of the business meeting should be published and sent to every 
member immediately after each meeting. In this way the ex- 
pressed wishes of the Association will be laid at once before every 
Fellow, whether present at the meeting or not, and will stand as 
a needed guide to the executive officers during the year. 

And now I introduce you to the papers of the day, wishing you 
a pleasant and profitable session of the American Laryngological 
Association, 


\ 
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Discussion on Dr. Elsberg’s Paper.* 


Dr. Boswortu observed that Prof. Elsberg had imposed some- 
thing of a mental effort to follow him in his rapid survey of the 
subject submitted for discussion ; the difficulty of which was in- 
creased by his introduction of a new nomenclature, for which there 
is really no excuse at present. There can be no improvement upon 
the nomenclature and classification adopted by Mackenzie in his 
earlier editions, though the speaker noticed with regret that in his 
last edition he had altered it materially. With regard to the 
thyro-arytenoid muscle it can have but one possible function, as 
a modifier of the tension-of the vocal cord. He could not see 
how it could act, in the manner claimed by the lecturer, or indeed 
how any possible benefit could be derived from it, as a straight- 
ener of the cord; at the most this could merely be an adventi- 
tious function of the muscle, one existing possibly only in the 
highly trained voice. 

With regard to the diagrams, of which criticism had been in- 
vited, he would merely speak of the first, which presented a sig- 
moid glottis. It seems impossible that this condition can be 
found in nature ; for any paralysis that is bilateral must produce 
symmetrical alterations in the larynx. How the convexity could 
be explained under these circumstances he failed to see. When 
there is unilateral paralysis, the concavity of the vocal cord of 
one side and convexity of the other are easily understood, but he 
had never seen any thing in the living larynx that could correspond 
with the picture presented. He would also like to make some re- 
marks upon adductor paralysis, but as he had already expressed 
his opinion he did not think it necessary to repeat it. Hehad not 
been able to follow the lecturer closely, but supposed that he 
admitted the existence of two forms of paralysis, the neuropathic 
and the myopathic: the former due to nerve lesion, central or 
peripheral ; the other caused by changes, principally inflammatory, 
in the muscular tissue itself, and involving one or more of the 
laryngeal muscles. 

Dr. CARL SEILER regretted that he had been so fatigued by a 
long journey, that he was unable to follow the lecturer with the 
care that the subject deserved, and therefore would not attempt 
systematic consideration of it; but there was one point that he 
considered well worth discussion ; that is, the action of the thyro- 
arytenoid muscle. It had been designated as a straightener of 
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the cord ; but he could not see how this is possible: some of the 
fibres run parallel with the cord and are inserted in the base of 
the arytenoid cartilage ; others run obliquely and are attached to 
the connective tissue between the cricoid and arytenoid cartilages. 
The latter portion acting alone would produce relaxation of the 
cord, while the transverse fibres by themselves would cause 
separation of the ligamentous structures of the glottis ; both act- 
ing together cause relaxation of the vocal cords. He could not 
see how the cord could be straightened by the action of either set 
of these muscular fibres. It is true that the function of this 
muscle is not perfectly understood as yet, but he had stated how 
it appeared to him. 

Dr. Rok said that he had been much interested in the paper 
and in the subject ; the more so because there is in Rochester a 
case that he thought would interest the Society. It is the case 
originally reported by Mackenzie in the first edition of his work. 
It is one of paralysis of the abductors of the larynx, which is still 
living. Last year the patient had an attack of partial apoplexy ; 
there was no marked aphasia following the attack, but there was 
decided loss of memory; the laryngeal trouble remained un- 
changed. In speaking of the case to Mackenzie last summer, he 
seemed strongly of the opinion that the origin of the laryngeal 
trouble was in the brain, and the occurrence of this later compli- 
cation certainly confirms, to a certain extent, this view of its 
central origin. <A post-mortem examination may throw more light 
upon this interesting question hereafter. 

Dr. HARTMAN reported a case similar to the last, occurring in 
Baltimore, in which abductor paralysis existed which was un- 
_doubtedly due to brain lesion. The patient was an officer in the 
United States Army, and was in the asylum for some mental 
trouble ; he afterward presented himself at the office of the speaker, 
when the abductor paralysis was discovered ; he was subsequently 
sent to New York, where he was examined by Dr. Wagner and 
Dr. Asch. He afterward had a relapse of the mental disorder, 
and is now in Bloomingdale Asylum. In this patient the laryn- 
geal paralysis was evidently due to central brain disease. 

Dr. MorGANn noticed a connection between the condition rep- 
resented by one of the diagrams and the production of double 
voice or diphthonia. One case under his care recently presented 
a double glottic image, almost exactly like the typical hour-glass 
glottis, except that the cords were not quite so straight. He be- 
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lieved that most authorities, or several, at least, of the more promi- 
nent, agree that this produced the double voice; the first being 
formed in the anterior or ligamentous glottis, the second in the 
cartilaginous portion, the latter being lower than the former. 
When first seen it was supposed that the condition was caused by 
paralysis of the thyro-arytenoid and the arytenoid (or transverse) 
muscles. 

Dr. ELsBercG said that he did not seek to introduce a new 
nomenclature. He had merely endeavored to simplify the subject 
and render discussion easier by using, together with the anatomical 
names of the muscles, others which would indicate their physio- 
logical function and position ; for instance, he thought it well, as 
synonyms for “thyro-arytenoideus,” to use the terms “straight- 
ener” and “interior”? muscle; and it is certainly easier to say 
sometimes “abductor”’ or “ posterior”’ than to constantly repeat 
“posterior crico-arytenoid’”’ throughout the discussion. With 
regard to the crico-thyroid, he would observe, in passing, that if | 
the anatomical rule generally observed in giving the fixed point 
first as the origin of the muscle, and the movable point as the 
insertion after, be applied, then he thought, its name would be 
more correctly given as thyro-cricoid. He did not, however, in- 
sist upon names, and if any one found it easier to use the ordi- 
nary titles, he could do so. 

With regard to the objections that had been made to the func- 
tion assigned to the thyro-arytenoid, which he had referred to as 
a straightener of the vocal bands, it is true that this is only one of 
its functions, but as such it is tacitly recognized by every laryn- 
gologist. From the first practice, almost, of laryngoscopy in dis- 
ease, it has been known that when this muscle is paralyzed the 
vocal band is concave, and when the muscles are in action the 
bands are straight. If one of its functions is not that of straight- 
ening the bands, he could not understand why this is always so. 
It is a very important muscle, and the arrangement of its fibres is 
quite complicated ; he need say no more upon this point, but would 
say a word upon Dr. Bosworth’s criticism as regards “ Anticus”’ 
paralysis in particular, and Mackenzie’s nomenclature in general. 

The bilateral paralysis of the thyro-cricoid muscles does not al- 
ways produce an exactly symmetrical figure, but may produce a 
figure which is symmetrical at one time and not so at another. 
Dr. Bosworth says that he has never seen such a case, and this 
can be readily believed ; for he has stated in his book that he 
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had never seen a case of paralysis of the superior laryngeal nerve, 
and therefore he has not seen this condition, which is only pro- 
duced by bilateral paralysis of this nerve. The peculiar wavy 
outline of the bands in the diagram simply indicates their relaxed 
condition, and is not meant to give their exact position at all times 
in this form of paralysis. 

Dr. BosworTH inquired if it was intended to represent the 
phonatory position of the glottis. 

Dr. ELsBEerG replied that it was, but, as he had already stated, 
it is not at all a constant image, but merely indicated a relaxation 
of the vocal bands. 

Dr. SEILER said that possibly in this condition the cords make 
in phonation nodal points and curves, waving to and fro. 

Dr. EusBerG replied: It simply means that the vocal bands are 
‘too long, they are relaxed, and whichever way you may choose to 
represent that now upon the blackboard, or in your own mind, I 
have no objection. 

In the matter of nomenclature, that adopted by Mackenzie in 
his former books is a very good one, and the speaker did not wish 
to introduce a new classification. He would say, however, that 
the reason why Mackenzie had given up the name of laxor paraly- 
sis was that he saw that he had been mistaken in his former view 
that the thyro-arytenoid was alaxator of the vocal bands. The 
controversy about the physiological action of this muscle is not by 
any means anew one. More than a hundred years ago it was 
called a laxor, and almost as many years ago it was proven to be 
not a laxor of the vocal bands. The fibres of the muscle run in 
such directions that when contracted they give internal tension to 
the vocal bands. The combined action of the transverse and 
oblique fibres is to make the bands firm. Although antagonistic 
to the external tensors they certainly are not laxors, but the 
oblique and transverse fibres, by their contraction, increase the 
internal tension, and aid the function of other muscles which 
maintain the equilibrium of longitudinal and cross tension of the 
vocal bands. 


Discussion on Dr. Glasgow's Paper.* 


Dr. JARvis said that in a paper read before the Association 
last year, he had, while speaking of hyperzmia of the larynx, 
brought out symptoms which might be called laryngeal asthma, 
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in which attacks of spasmodic cough occurred which were not 
due to inflammation of the bronchi but to the condition of the 
larynx. In one case, a boy, the patient declared that he was 
strangling ; examination with the mirror showed intense conges- 
tion of the vocal cords, which were of a purplish hue ; he was un- 
able to state whether the attack had been repeated. He had found 
no evidence of inflammation, emphysema, or other pathological 
change in the chest, but the boy had a co-existing nasal catarrh. 
In another case, a large muscular man with shortness of breath 
and cough, he had also found laryngeal disorder—chronic laryn- 
gitis would be the ordinary diagnosis,—but in his own opinion 
there was no pathological change whatever in the larynx; the 
vocal bands were deeply congested, which he referred to a co- 
existing nasal catarrh ; this he treated independently of the laryn- 
geal hyperzemia, and in proportion as the catarrh was reduced, 
the hyperzemia faded away, and the attacks of asthma disappeared. 
This he mentioned merely to show the dependence of some forms 
of chronic laryngeal disorder upon nasal catarrh. 

Dr. RuUMBOLD said that his experience agreed with that of the 
last speaker. 

Dr. SEILER remarked that the paper was not intended to dis- 
cuss nasal catarrh ; but he would point out that any obstruction 
in the nasal cavities, such as polypus, deviated septum, etc., must 
cause mouth-breathing which leads to secondary congestion of the 
vocal bands from contact with cold and dust-laden air; this is 
not directly the cause of the asthma, but is simply a consequence 
of the mouth-breathing. The author has simply called attention 
to the fact, that whereas spasmodic cough may be produced by a 
point of irritation anywhere in the body, in a certain number of 
cases this cause of reflex action resides in the larynx, and can be 
relieved by local treatment. As already pointed out, many of the 
cases have also nasal catarrh, which may equally be the cause of 
cough ; but when the lesion is restricted to the larynx there is no 
reason why the cases should not be considered as cases of laryn- 
geal] disorder with asthmatic symptoms, and treated accordingly. 

Dr. Jarvis feared that he had been misunderstood. He had 
made no reference to primary hyperemia of the larynx, but called 
attention only to that secondary to nasal catarrh. 

Dr. Rogpinson considered the subject one of considerable inter- 
est. He believed it to be a perfectly well recognized fact that 
obstruction in the nasal cavities often preceded attacks of asthma ; 
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this he had noticed in his book on catarrh published two years 
back, but did not consider it new. It was also known that laryn- 
geal inflammation may precede asthma, and this is not very new. 
In Mackenzie’s book on croup he says that it is very possible 
that the inhalation of steam is useful in expelling the tough 
mucus from the vocal bands ; ascribing this as the cause of the 
cough. It certainly is very difficult in all cases to separate the 
spasm of the bronchial tubes clearly from spasm of the muscles 
of the larynx; Therefore, as regards the title ‘of the paper, he 
regarded it as unfortunate to take a small part of a disease and 
elevate it into a distinct affection. Hyde Salter considers asthma 
as a purely nervous disorder, and it is no better treated in Mac- 
kenzie’s work ; though ina greater part of the cases asthma is 
proved to be connected with an organic lesion. He had never 
known of a case in which if he-only half searched for the organic 
trouble he had not been able to find it. If we cannot find the 
cause it is due to our ignorance. He certainly would not say that 
in a case of asthma, if he had found a little trouble in the larynx, 
and after making a few applications the symptoms improved, 
he would not say that he had cured a separate disorder ; and 
after using the laryngeal brush and breaking up an attack of 
asthma, he would hesitate to believe that he was dealing with a 
separate affection which might be known as laryngeal asthma. 

Now, with regard to the occurrence of physical signs in the 
chest, we certainly can not always produce asthma by irritation of 
the pneumogastric nerve ; and with reference to the sibilant rales 
they may or may not be evidence of bronchial spasm; we may 
have spasm combined with a bronchitic condition, or separate, 
but it is difficult to say whether the physical signs are due to one 
or the other. 

Dr. Rokr said that it seems that the question of asthma in any 
case will depend upon the diagnosis: whether due to organic 
change in one part or another of the air passages ; in the air-cells, 
the bronchi, the larynx, or it may be in the nasal cavities that the 
source of irritation exists. In making the diagnosis it is neces- 
sary to take into consideration all these various sources which 
may give rise to the attacks. It may be primarily in the larynx, 
from local inflammation. He had often seen it in narrowing of 
the ventricular bands, that slight exposure to cold air or dust in 
mouth-breathing would bring on asthmatic spasm. There is also 
an immediate connection between the nasal cavities and the 
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lungs, as well as the bronchial tubes themselves. The source of 
irritation may therefore reside in any portion of the tract, and 
when existing in the larynx the local treatment will relieve the 
spasm. 


Discussion on Dr. French's Paper and Photographs.* 


Dr. SEILER asked with regard to the method of taking the pict- 
ures shown. He had, in 1871, tried, with the aid of Prof. James 


in London, to take photographs of the larynx, but had not ob-- 


tained satisfactory negatives. He inquired why the operator used 
a special camera, and how. the mirror was held in the throat, 
whether by mechanical means or by an assistant. 

Dr. FRENCH said that he used dry gelatine plates. He used a 
special camera, because he had found the ordinary box unwieldy 
and in his way when he wished to look alongside of it to see 
if there was a good light upon the laryngeal image. The small 
one he had used, on the contrary, was perfectly easy to direct 
upward or downward as needed’ 

The mirror was a plain one, attached to a flexible arm, and of 
course placed in focus, which once found would not vary ; it was 
steadied by resting against the patient’s chin; the mirror being 
fastened to the top of the camera it was always in focus, and 
always in line with the lens. 

Dr. Morcan said that he had been interested in laryngeal 
photography ; he had experimented with the apparatus at the 
Surgeon-General’s office in Washington, and had made a number 
of ineffectual attempts to photograph the larynx. Some four 
years ago, while he was in Paris, he saw at Fauvel’s clinic some 
photographs by Schmidt, of the larynx, which were also shown in 
Fauvel’s book. Though good they were not as perfect as desir- 
able. 

Dr. ELsBerG said that he had some photographs in his posses- 
sion which, however, were not quite as good as those of Dr. 
French. Since the introduction of the dry plates the matter is 
much simplified, and it is possible to succeed better than with the 
old process. He had in his possession a photograph of Czermak’s 
throat, made by Dr. Stein, of Frankfort-on-the-Main, and that is 
really very good. The great trouble is that when you have one 
portion of the laryngeal image in focus, the rest of it is out, so 
that it is impossible to get a really satisfactory picture. No one 
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as yet had succeeded in getting so far as to get a good photo- 
graph of a pathological lesion, although if located in only one part 
of the larynx it might be possible. There is also a great differ- 
ence between photographing a healthy larynx in a person well 
accustomed to the mirror, and attempting to get a negative of one 
altered by disease in a more or less untrained patient. 

Dr. SEILER found the difficulty just referred to ; in photo- 
.graphing muscular spasm, he could not get the entire image in 
focus at one time. Another point is that we can easily get a pho- 
tograph in a person accustomed to the laryngoscope, but he had 
failed in doing so in patients, as they are likely to swallow the mir- 
ror. 

Dr. Incats spoke of the new.French invention by which in- 
stantaneous photographs are taken, by an instrument shaped like 
a revolver, so that pictures can be taken of birds upon the wing. 
He thought that this might be applied to laryngeal photography. 

Dr. SEILER said that it had been tried in Philadelphia, and 
found not to be a success ; he did not see how it would overcome 
the difficulties already named. 


Afternoon Sesston. 


Discussion on Dr. Delavan’s paper.* 


Dr. SEILER fully corroborated the observations of the lecturer 
with regard to deviation of the turbinated bones. A few weeks 
since he had operated upon such a case as that depicted in the 
diagram. In this case he had punctured this bladder-like ex- 
pansion of the middle turbinated bone, which was not a true hy- 
pertrophy of the cancellous tissue ; this also agrees with the state- 
ment of Zuckerkandl, who speaks of this “ bladder-like expan- 
sion full of air.” 

There was one point, however, that he took exception to, and 
that is the hypertrophy of the mucous membrane which is claimed 
to be present. He denied any such thing as hypertrophy of 
the mucous membrane in the case. He had made a large num- 
ber of microscopic sections, and had found in all cases that the 
so-called hypertrophy did not exist ; there was an increase in the 
, turbinated corpora cavernosa, as made generally known by Prof. 
Bigelow, of Boston. That body is the seat of hypertrophy ; it 
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is one in which the venous sinuses are very abundant, forming a 
sort of erectile condition, which by irritation and chronic hyper- 
gemia becomes hypertrophied, but the true mucous membrane, 
with its basement membrane, glands, vessels, nerves, and cells, is 
not hypertrophied. 

He had read a paper upon this subject before the Pathologi- 
cal Society of Philadelphia last winter, which was published in 
the Philadelphia Medical Times. The treatment advocated by 
Dr. Delavan was very good ; we must straighten the nasal septum at 
a subsequent operation after removal of the turbinated bone. 

Dr. AScH agreed with the reader of the paper in his views of 
the subject, both as to the character of the disease and the 
treatment to be employed. He had had several cases of the 
kind during last winter ; but in others he had noticed an abso- 
lute hypertrophy of the osseous tissue ; and in operating upon 
these he had not found a bladder-like expansion, but an ivory 
hardness that required to be drilled with a dental engine. 

There was an interesting point in connection with one case, 
accompanied by painful symptoms. Two years before he had oc- 
clusion of the nose, which he thought came on suddenly, caused 
by headache, and forgetfulness of business of any kind was asso- 
ciated with it. The condition in this case was almost exactly 
like that indicated in the diagram; the middle turbinated bone 
not only infringed upon the septum, but the whole bone pressed 
against it. This was removed, and the headache disappeared 
after the operation ; he did not operate upon the septum ; this 
had been performed in this patient while in the hospital previously, 
and had done him more harm than good. 

Dr. BosworTH said that he would not question any of the con- 
clusions of the paper except the first, that is, as to the frequency. 
He had seen eight cases accompanied by deviation of the septum, 
and two in which the occlusion was due to the inferior turbinated 
bone, and not one case in which ozzena occurred from retention 
of secretions in the antrum. In the operation he had used the 
steel-wire snare of Dr. Jarvis, without finding any difficulty; there 
was no hard bone to cut, or, at least, the ease with which the can- 
cellated structure was removed showed that the bone was of soft 
consistency. 

With regard to the statement that the hypertrophy of the mu-: 
cous membrane is not a true hypertrophy, he said that he had 
made some examination to determine the question, and had found 
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in some only the evidence of chronic inflammation, but in others 
evidences of dilatation of venous sinuses and thickening of the 
intravenous walls and connective ; in fact, a hypertrophy of the 
mucous membrane in which all the elements of the structure par- 
ticipated. 

Dr. INGALS agreed with the others in the essential parts of the 
paper. He asked the question, Is it certain that enlarged tonsils 
would cause hyperemia? It did not seem to him to be the case. 
Again, in speaking of congenital deviation of the septum, he said 
that he suspected that it was the hyperzemia which caused the 
deviation of the septum, or rather, the same thing which causes it 
there causes also the hypertrophied bone ; and any thing which 
causes increase in size of the septum must produce a deviation 
to one side or the other, on account of its anatomical relations and 
of the rigid support of its edges. 

Dr BosworTH inquired if most cases seen by the lecturer had 
shown the deviation on the right side? 

Dr. Jarvis said as regards hypertrophy of the mucous mem- 
brane it is rare, as to deviation of the septum it is common, and 
has been brought forward as one of the active causes of nasal ca- 
tarrh. But we must at the same time recognize the fact that the 
same result may be due to different causes. The hypertrophied 
turbinated tissue may cause deviation of the septum ; but he has 
found many cases of hypertrophy both of the mucous and sub- 
mucous tissues overlying it, in which there is no true deviation of 
the septum. In one case of posterior inferior turbinate hypertro- 
phy reported to the New York County Medical Society, it had 
led to hypertrophy of the mucous membrane over the vomer, 
the case originally being one of turbinate hypertrophy. From his 
own examinations, he thought that this condition deserves the 
name of hypertrophy ; there is proliferation of new cells, and also 
development of fibroid character, and production of new material. 

Dr. DrBuors said that the deviation of the nasal septum, 
especially when occurring in childhood, is to the left, the patient 
being right-handed; when the deviation occurred on the other 
side, the patient will be found to be left-handed. This he ex- 
plained by the frequent introduction of the index finger into the 
nostril to clean it, as is socommon in children. He thought that 
this would be found to be the rule, that the deviation is to the 
left in right-handed patients, and we versa, 

Dr. DELAVAN said that the bladder-like expansion mentioned by 
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Zuckerkandl exactly corresponded with the condition he had 
found, but the shell of bone is sometimes thicker than he had 
described. In reply to Dr. Bosworth, he said that in 140 cases 
he had found the relative frequency as stated in the paper ; the 
reason he had not given the statistics of the other skulls examined 
was because they were so imperfect that no accurate account 
could be taken. 

In regard to the point raised by Dr. Ingals about the influence of 
the turbinated bone upon the development of the septum, he ob- 
served that it has not yet been certainly established when the sep- 
tum is developed ; certainly it is in the plastic condition for some 
time after birth, when the turbinate bones are also developing; he 
would not determine which precedes the other ; this may be worked 
out in the future. As to the cause of the deviation of the septum, 
and the enlargement of the bone, this also may be worked out, 
but the wider nares anteriorly admit more cold air and dust, and 
this may be generally supposed to cause the hyperzemia. 

As to the question of the cause of deviation to the right or left 
side, this did not come within the scope of the paper, and he did not 
work it up. But the operative part of the subject he regarded 
as of great importance. Deviation of the nasal septum is very 
common, far more so than most persons suppose ; in fact, in some 
races it may be almost the exception to find a really straight sep- 
tum. 


PROCEEDINGS 
OF THE 
FIFTIETH REGULAR MEETING 


OF THE 


NEW YORK LARYNGOLOGICAL SOCIETY, 


HELD AT THE RESIDENCE OF THE SECRETARY, NO. 140 W. 42D STREET, MAY 
26TH AT 8.30 P.M. 


The President, Dr. Elsberg, in the chair. 

Present.—Drs. Bosworth, Delavan, Duncan, Elsberg, Lincoln, 
Rice, and Robinson. 

The minutes of the last regular meeting were read and after 
slight alteration approved. 


Clinical Histories. 


Dr. DELAVAN referred to the case of tumor of the larynx, in 
which the diagnosis lay between syphilitic and malignant growth, 
presented by him at the last meeting, and stated that large doses 
of iodide of potash given the following day had caused a great 
improvement within forty-eight hours; subsequently it grew 
worse for a few days, until he had expected to perform trache- 
otomy, but that again a marked improvement had set in and _ con- 
tinued until the growth had almost disappeared. Any doubt of 
its syphilitic character was now removed, owing to the promptness 
with which it had yielded to the action of iodide of potash. The 
medicine had been given, 15 grains every four hours. 

Dr. Ropinson urged in relation to the use of large doses of 
iodide of potash, that in certain people there is an idiosyncrasy 
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preventing its use, but that it could be given with a good effect in 
small doses when combined with the bichloride of mercury ; one 
should always look for this peculiarity. _ However, it seemed to 
have a specific action on the mucous linings that was undoubtedly 
valuable. 

Dr. BosworTH said he was glad to be supported in a view taken 
' by him some time since, that in doubtful cases of syphilis, a 
marked improvement following antisyphilitic treatment is one 
of the means of fixing the diagnosis of the disease. Further, he 
has observed that, while large doses of iodide of potash are of un- 
doubted benefit, they often do harm, by bringing on an cedema- 
tous condition of the larynx. He bore in mind a case in which 
two drachms were given daily, and it brought on an acute laryn- 
gitis with oedema, for which tracheotomy was performed. Again, 
a case in which large doses were used, 12 grains, together with a 
zs gr. corrosive sublimate, in a deep ulceration of the pharynx 
and a destruction of the uvula, where, before the ulceration 
could be stopped, he had found it necessary to profusely salivate 
the patient with a large dose of calomel. The dose was sufficient 
to produce a diarrhoea for a week, but the destruction of tissue 
stopped promptly. 

Dr. DuNCAN mentioned a case in which there was almost a 
complete inability for a syphilitic patient to take iodide of pot- 
ash ; even a$ gr, three times a day producing profound iodism. 
Mercurial inunctions and iron slowly caused improvement. 

Dr. Rice had treated a child suffering from congenital syphilis, 
in which there were ulcerations of pharynx, naso-pharynx, and 
even septum; also growths in larynx. It had taken iodide of 
potash and mercury for years, and nitric acid had been locally 
used. Very large doses of iodide of potash had caused a cure. 
He was not sure, but it seemed to him that hospital patients 
could stand iodide of potash better than others. 

Dr. ELSBERG mentioned a patient who had suffered from 
recutring cysts in the larynx, which burst and discharged their 
contents spontaneously. The patient had syphilitic manifesta- 
tions in the pharynx and larynx. Two years before he had 
become hoarse; after two weeks suddenly he felt something give 
way in the region of the larynx, and after expectorating a small 
amount of glairy bloody matter, the hoarseness suddenly left him. 
In the course of the next few weeks these occurrences were re- 
peated ; he became hoarse, felt something give way, half a dozen 
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drops of glairy bloody matter were discharged, and again the 
voice became natural. It had been repeated eight or nine times 
when he came to see me. Two weeks since, after an interval of 
eight months, it began again. Examination revealed a small cyst 
on the right vocal band at the posterior quarter ; nothing was 
done, and in a few days it ruptured as described, and only a 
slight line could be seen where it had existed. The. interest in 
this case is, that such acyst should so frequently form and reform 
and burst spontaneously. 

Dr. LINCOLN mentioned a case of cyst of the vocal bands, which 
had occurred in a lady patient, who thought when it ruptured that 
the discharge came from her lungs. There had been hoarseness 
for the preceding six weeks. He does not think it recurred. The 
treatment was simply a mild astringent applied locally. 


Paper of the Eventing. 


Dr. ELsBeRG next read a paper entitled “Six maxims regard- 
ing the treatment of foreign bodies in the air-passages,”’ Vice-pres’t 
Robinson taking the chair. The maxims were the following: 1. 
A person with a foreign body in the air-passages should never be 
left without medical aid. 2. Medical treatment is, in most cases, 
insufficient ; emetics are dangerous. 3. Expert laryngoscopal pro- 
cedure, for removal, should be had whenever possible. 4. Prophy- 
lactic tracheotomy should be performed at the slightest indication 
in every case in which immediate removal is impossible. 5. Pro- 
cedures dangerous and often unsuccessful before tracheotomy 

can, if needed, be safely resorted to and with increased chances 
of success, after. 6. For impacted foreign bodies which can not 
be removed fer vias naturales, if not lower down than the superior 
laryngeal cavity, subhyoidean pharyngotomy and, if lower down, 
either high or low tracheotomy, instead of thyrotomy, are the 
preferable operations for extraction. With these maxims as a text 
the treatment of such cases was very thoroughly considered, espe- 
cially the two positions being taken, viz: 1. That every physician 
ought to acquire a sufficient degree of familiarity with the use of the 
laryngoscope to apply it in cases of foreign bodies in the air-pas- 
sages. 2. That every physician, whether he be a general practitioner 
or a specialist in any department of medicine or surgery, ought to 
be prepared and willing to perform tracheotomy in every urgent 
case. 


276 Archives of Laryngology. 


Discussion on Dr. Llsberg’s Paper. 


Dr. R. P. Lincoin opened the discussion as follows: To illus- 
trate the influence of foreign bodies on the lungs, when retained 
for a protracted period, I should like to refer to two cases that 
have been under my care, where, in each case, the offending body 
after producing serious mischief was coughed up, and which I 
here offer for your inspection. Zhe first is a pin inhaled uncon- 
sciously in July, 1873, and expectorated 18 months later. The 
history is briefly this: A young man employed in a broker’s 
office in Wall St. started, with a pin in his mouth, to run on an 
errand. Having gone but.a few steps he coughed violently, and 
missing the pin supposed it had been lost, and as no further in- 
convenience was experienced the matter passed out of mind. 
During the following year the patient had several attacks of 
bronchitis, always limited to the right side. In Dec., 1874, there 
supervened upon one of these attacks a pneumonia of the lower 
and middle lobes which was remarkably protracted in its course. 
During the fifth week I was summoned in haste and found 
engaged in the left side of the pharynx this pin, that had evidently 
been impelled there during a severe fit of coughing. Complete 
recovery from the pneumonia quickly followed, and I have heard 
of no further trouble. It was not until this event happened that 
the above history was elicited. The pin, as you see, is of large 
size, measuring one and a half inch in length and much thickened 
by corrosion. The second case is one where a piece of bone, evi- 
dently, as you see, the larger part of the vomer, was inhaled dur- 
ing sleep. In Nov., 1875, the patient was under my care for 
necrosis of some of the nasal bones. A portion had been re- 
moved and, the night following, the patient called at my house in 
great trepidation, saying he had waked with a spasm of coughing 
and must have swallowed some bone while sleeping, adding that 
it gave him great distress, and indicated the seat of pain through 
the course of the cesophagus. A laryngoscopal examination 
disclosed nothing, although there was some cough, as had been 
the case for some time, from-a slight laryngitis. I concluded that 
the patient’s diagnosis was correct. A few days later he left the 
city. Three months later he called and presented me with this 
specimen, stating that, after being seriously ill with pneumonia of 
the right side for three weeks, he coughed up this piece of bone, 
after which recovery was rapid. Last Dec., while in this city, the 
gentleman had another attack of pneumonia, and this time also it 
was on the right side. 
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Dr. DELAVAN referred to a case reported in one of the medical 
journals by Dr. Leaming, in which a head of darley two inches 
long had been drawn into the lung of a patient during inspira- 
tion. A pneumonia followed, and death occurred in 7 or 8 days. 
The lung was found to be completely disorganized. He also 
mentioned a second case which was published in the Record by 
Dr. White, of Fishkill, where a patient inhaled a head of wheat 
while threshing. For several weeks he gave no attention to it 
until symptoms of pneumonia set in. An abscess formed in time 
in the affected lung, and when it ruptured the wheat extruded and 
the patient recovered. | 

Dr. RoBINsSON wished to emphasize the importance of position 
in the removal of foreign bodies from the air-passages. In in- 
spiration, when the head was down and the glottis open, gravity 
would force out the body. He had removed with forceps, per 
vias naturales, a pin from the larynx of a boy, and also one from 
a woman. He had seen two or three persons who erroneously 
believed foreign bodies to be in the windpipe. He desired to 
raise the question, if it was desirable, under all circumstances, 
when the phenomena of asphyxia came on, to at once perform 
tracheotomy. Suppose the body to be soluble, should he operate ? 
If called to a smali child in the night, would he be justified if 
not absolutely certain whether the foreign body was actually in the 
air-passages, or if in doubt of its position. In reference to the 
best emetic, if any be desired, he thought alum and honey very 
simple and effectual and one that left the least after-distress. 

Dr. Rice remarked that in such cases the symptoms were very 
urgent, and that the most thorough examination was demanded 
before operating. He saw a gentleman who suffered very great 
dsypnoea after dining, who claimed he had a fish bone in his 
larynx. Examination proved this to be an error, but it was found 
in the cesophagus and removed. The dyspncea was very great 
and caused by nervousness and fright. 

Dr. ELsBERG recited two cases of foreign body in the cesopha- 
gus in which there was marked dyspnoea. In one he performed 
tracheotomy and the patient recovered; in the other it was not 
done, and he believes the patient died. He desired in his paper 
to give maxims to cover every case, and to emphasize that when 
a correct diagnosis had been made, tracheotomy should be per- 
formed whenever asphyxia threatened. When death impended, 
the physician had no right to let the patient die for the want of an 
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operation to save his life. In a case, even, like that mentioned 
by Dr. Robinson, of a small child and unfavorable circumstances, 
to let the child die without attempting to save it would be wrong. 
He also related a case giving rise to medico-legal inquiry, in 
which, after a dentist had drawn a tooth from a patient, hemor- 
rhage, cough, and many signs of consumption appeared, which 
were removed on coughing up the tooth in a severe paroxysm. 
He believed it culpable not to use the laryngoscope, or to call in 
one who could use it, in such cases. 

Dr. Roginson did not gainsay the principle. 

Dr. BoswortH suggested that while it was important always to 
use the laryngoscope, he wished to call attention to the value of 
exploring the larynx, lingual sinuses, and even cesophagus, with 
the finger. A girl swallowed a bone which could, on strong 
phonation, be seen projecting from the cesophagus. He passed 
the index finger of one hand down to the bone asa guide, and 
with the other used a pair of. Cusco’s forceps with which he re- 
moved it. The bone was as large as a silver half dollar. In 
guiding the instrument by the finger, without the use of the 
laryngoscope, he sat on the lap of the patient—an excellent posi- 
tion, as it kept the patient steady. 


The Society then adjourned. 
| W. F. Duncan, 


Secretary. 


REVIEWS AND BOOK NOTICES. 


Ueber die Schleimbildung und die Behandlung der 
Schleimhauterkrankungen in den Luftwegen. Von M. 
J. Rosspacu. Festschrift zur Feier des 300 jahrigen Bestehens 
der Julius-Maximilians-Universitat zu Wiirzburg. Leipzig: F. C. 
Ws Woeel 1382, 4° pp. Ao. 

In the report of the proceedings of the Laryngological Sub- 
section of the London International Medical Congress, prepared 
by the Secretary for the ARCHIVEs, our readers were informed 
(vol. ii, No. 4, p. 368) that “ Prof. Rossbach, of Wiirzburg, made 
an extraordinarily interesting communication on ‘the physiological 
and pathological mucous secretion in the larynx and trachea, and 
contributions to the mode of action of expectorant and astringent 
remedies used in catarrhal processes of mucous membranes.’ ”’ 
That communication was based upon the researches embodied in 
the essay before us, which the Medical Faculty of the University 
of Wurzburg has published in honor of the 300th anniversary of 
the institution. 

The author commences with a rather full historical sketch of 
the knowledge, or rather the want of knowledge, of the subject. 
Then he gives an account of his own many unsuccessful efforts to 
secure exact results, until he at last hit upon a method of experi- 
mentation by longitudinally opening the trachea. The animal— 
generally a cat, sometimes a dog or rabbit—tied lying on its back, 
the hair removed from the throat, the larynx and trachea are care- 
fully exposed, and every bleeding vessel, no matter how small, 
ligated ; then, when there is not even a capillary oozing, a section 
is made by means of a red-hot galvano-cautery, in the median line, 
from the cricoid cartilage to the top of the sternum ; the edges of 
the tracheal wound are held widely apart by a number of curved 
needles or hooks (first heated to avoid bleeding) passed through 
them and attached to small weights hanging on each side of 
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the operating table. The interior surface of the trachea brought 
to view varies according to the size of the animal, from 3 to 4 or 
5 centimetres in length, and from 1 to 14 centimetres in width. 
With careful management the animal can be kept in a sufficiently 
normal condition. The respiratory current of air being absent, 
evaporation from the tracheal mucous membrane is lessened ; the 
latter can be kept free from bronchial mucus during coughing ; 
when there is very much secretion it may be seen to be slowly 
moved upward by ciliary motion, not, however, interfering ; and 
to prevent disturbance from above, the lower portion of the larynx 
is filled with pieces of sponge which the animal soon learns to 
bear. The quantity of mucus secreted was ingeniously relatively 
determined by comparing the lengths of time, seconds or minutes, 
which it took before surfaces were moistened with the secretion 
after being carefully dried with filtering paper; the local irritation 
caused by the wiping being of course made, as nearly as possible, 
always the same. It was found that the tracheal mucous mem- 
brane was normally always moist ; a current of air from a bellows 
which was intended to favor evaporation, acted at the same time 
as a stimulant to increased secretion, so that the same amount of 
moisture was maintained, and it was just as remarkable that no 
over-amount of secretion occurred. The drop issuing from the 
mucous follicle had a strongly alkaline reaction, and showed un- | 
der the microscope no corpuscular elements ; even larger quan- 
tities—f. 1., those obtained by subcutaneous injections of pilo- 
carpine—that showed much mucin, were free from epithelia and 
mucous corpuscles. 

Regarding the anatomy of the tracheal mucous membrane, 
Rossbach has tested and confirmed the statements of Franken- 
hduser. (Dorpat, Inaug.-Dissert., St. Petersburgh, 1879.) 

It has already been stated in these ARCHIVES that “it would 
appear that the secretion in these parts is independent of cen- 
tral nerve influence, but depends exclusively upon peripheral 
nerve cells situated within the mucous membrane itself.” In- 
creased circulation of blood in the tracheal mucous membrane 
was found to be accompanied by increased secretion, and the for- 
mer may be influenced by the nervous system ; but it is a mis- 
take to suppose that there is never hypersecretion without hy- 
pereemia, for there is sometimes increased secretion in anzemic 
and diminished or lost secretion in hyperemic conditions. Of 
Frankel’s strictures Rossbach takes no further notice (see AR- 
CHIVES, doc. cit.). 
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After giving the results of his experiments as to the action 
of different anti-catarrhal remedies, our author says that no 
one knows better than he how many questions connected with 
his subject are still unanswered ; his investigations certainly 
constitute an important contribution, and point out the way for 
successful further researches. 


Chronic Bronchitis, its Forms and Treatment. By J. 
MILNER FOTHERGILL, M.D. Edin., Member of the Royal College 
of Physicians of London, etc. With numerous illustrations. New 
Motk: G. P. Putnam's Sons, 1382. Svo, pp. 160: 

This book is on a subject that must interest every one of our 
readers, and we can conscientiously urge every one to read it for 
himself. Its style is plain, direct, and forcible, but colloquial and 
pleasant, in many places dramatic and eloquent. The chapter on 
treatment, hygienic, dietetic, and medicinal, is exceedingly valu- 
able. The author’s opinion of opiates is that they are fraught with 
danger in all disease above the diaphragm ; and that when the 
respiration is embarrassed every dose of opium is apt to be a mile- 
stone on the road which leads to the grave. He recommends 
ammonium bromide, and other drugs, reiterating as to opium, 
and worse still, chloral, in maladies where the respiration is em- 
barrassed : “‘ Both kill, by first paralyzing the respiration, and then 
the heart. There is danger enough of this untoward result from 
the disease ; there is no need to artificially add to the danger. 
They should, then, be scrupulously avoided ; or, if given at all, it 
should only be with the most watchful, careful supervision, ‘like 
a cat watching a mouse’—nothing less.” 

“The first thing to be done in the treatment of chronic bron- 
chitis is to teach the patient how to cough. Yes, how to cough! 

“This may seem, on first sight, intensely absurd. I admit I 
have seen an incredulous smile, which had an element of scorn in 
it, pass over the features of patients when being instructed how 
to cough. It did not seem necessary to be taught how to do a 
thing which had been practised for years. But when they put 
the matter to the actual test of coughing on the principle laid 
down, their mental attitude became reverent and grateful. They 
soon found that coughing is not a matter of instinct. A cough 
may be a convulsive expiratory effort, provoked by some irritation 
which excites it reflexly ; but it is a complex movement which is 
greatly under the control of the will. Victor Hugo says a French 
prisoner, when attempting to escape, never coughs. He, in his 
terrible strait, can inhibit coughing altogether. This involves 
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heroic resolution ; but to so conduct the act of coughing as to 
secure its maximum utility, only involves an intelligible explana- | 
tion and a rational consideration thereof. The accompanying 
engraving will help to illustrate what is being written. In order 
to compress the thickened lung-wall around these dilated tubes, 
and thus expel the contents of the bronchial lacunz, considerable 
elastic pressure is necessary. And a sufficient elastic pressure 
cannot be brought to bear thereupon unless the chest be well 
filled with air before the expiratory effort is made. Learn to fill 
the chest with air before commencing to cough ; that is the les- 
son sought to be conveyed _here. 

“Many persons give way to the impulse to cough without pre- 
viously filling the lungs, and then protracted and useless cough 
follows. ‘They grow black in the face, they struggle, and when 
they have recovered their breath, tell you they went blind ; and 
yet the result is unsatisfactory ; unsatisfactory because, despite 
their violent and sustained expiratory efforts, the lungs were not 
sufficiently distended by air to secure the requisite pressure on 
the dense walls of the dilated tubes. 

“When the effort goes on till vomiting is provoked, then the 
peccant matter is ejected ; but this involves a very severe strain, 
ill borne by persons advanced in years. It is all very well to ad- 
minister an emetic to achild to clear its obstructed air-tubes ; 
and though it looks, during the operation, as if it would choke 
there and then, the procedure is harmless. But as years roll on 
the strain becomes less harmless, till ultimately it is fraught with 
danger. It is very undesirable that coughing should pass on to 
vomiting ; and to avoid this the patient must be instructed how 
to cough properly, and on rational principles. To fix the shoul- 
ders first, if necessary or practicable ; then to fill the thorax with 
air; and after that to permit the expiratory impulse to proceed. 
A little practice will soon convince the patient of the soundness of 
the plan, as tested by experience. 

“Tf asmall muscular fibril has been torn from its attachment by 
violent cough, then acute and severe pain is induced in each act 
of cough. So severe is this, that the patient may scream out. 
The pain is local—can be covered by the thumb-end indeed,— 
and is usually at the attachment of the abdominal muscles to the 
ribs in front, or the quadratus lumborum. In time the patient 
learns to adopt an attitude which lessens the strain upon the grow- 
ing reattachment, and with that the accompanying pain. As it 
takes the individual some time to acquire this trick for himself, 
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itis well to teach it systematically, as much suffering is saved 
thereby. Sometimes it is well to place the closed fist over the 
spot, or to hold the hand over it tightly, by which the strain is 
further lessened, 

“So much, then, for teaching the patient how to cough ; so as to 
cough as efficiently as possible, with the maximum of effect, and 
the minimum of suffering.” 


The Physician Himself, and What He Should Add to 
the Strictly Scientific. By D. W. CaTuHett, M.D., late Pro- 
fessor of Pathology in the College of Physicians and Surgeons of 
Baltimore, Ex-President of the Medical and Surgical Society, etc. 
Baltimore: Cushings & Bailey, 1882. 8vo, pp. 194. 

‘Professional tact and business sagacity are as necessary to the 
physician as the mariner’s compass is to the navigator. There are 
gentlemen in the ranks of our profession who are perfectly ac- 
quainted with the scientific aspects of medicine, and can tell you 
what to do for almost every ailment that afflicts humanity—who, 
nevertheless, after earnest trial, have never gotten either reputa- 
tion or practice, because they lack professional tact and business 
sagacity ; and there is nothing more pitiful than to see a worthy 
physician, deficient in these qualities, waiting year after year for 
practice that never comes.” 

The book before us endeavors to advise such a one, were he to 
ask the question: “ What shall I add to the strictly scientific to 
make my success in practice more certain, more rapid, and more 
e0mpiete-:.” 

The task that the author has undertaken is certainly a com- 
mendable, timely, and arduous one, and the manner in which he 
has accomplhished it is as commendable, thorough, honorable, and 
worldly-wise. He deserves to, and we hope will, by a very large 
sale of his book, receive the substantial thanks of physicians, be 
they general practitioners or specialists. It is, of course, particu- 
larly intended for the former, but its perusal will prove of de- 
cided benefit to the latter. His advice to the former regarding 
the latter is as follows. “‘ Never turn your cases over to ‘ sfecial- 
ists, unless they have features which render it an actual duty to 
do so. If you refer every case of eye disease to the oculists, every 
uterine case to the gynecologists, ear cases to the aurists, surgical 
to surgeons, and so on throughout the list, you will lessen your 
own scope, and soon lose all familiarity with the affections that 
specialists treat, and will degenerate into a mere distributor of 
cases, a medical adviser instead of a medical attendant—studying 
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everybody’s interest except your own, and making reputation for 
them out of that which sinks your own individuality and destroys 
your own fame. A good rule is this: whenever a case proves 
wholly unmanageable by usual treatment, or is so grave in prog- 
nosis as undoubtedly to require broader shoulders than yours to 
bear the responsibility, either call in a specialist to aid in its man- 
agement, or turn it entirely over to him. Timidity and infallibility 
are both bad traits in a doctor, but the former is the greater draw- 
back. When you transfer any one from your care to a specialist’s, 
always do so either by a consultation, a letter, or a personal inter- 
view with him, that he may learn directly from you your diag- 
nosis, prognosis, treatment, etc. You will thereby give him the 
advantage of what you know of the case, and also prevent the risk 
of an injury to your reputation from an apparently radical differ- 
ence of opinion between him and you—besides, it secures your 
graceful retirement from the case.” 

He means to be very severe upon “the so-called Free Special 
Dispensaries that, under the great plea of charity, attract swarms 
of patients—among whom are many who are abundantly able to 
pay for medical services.”’ ‘‘ Dozens of physicians in every city 
are of late cheated out of their living by so-called ‘ Speczal’ Chari- 
ties, carried on in the interest of individuals or coteries, who treat 
everybody that applies—the rich, the poor, and the intermediate,— 
without the slightest regard to the interests of other medical men. 
Some of these places, instead of being for the really poor, seem 
to be mere nets, through whose meshes patients of small means 
may slip on the free plan, while those who are in comfortable cir- 
cumstances are attracted there, and then netted into somebody’s 
private practice, and a fee expressed from them somewhat as roe 
are obtained from fish in artificial hatching.” 

We conclude with a paragraph that may draw from our readers 
a smile, but a not unsympathetic one, we trust, because the advice 
is commendable and necessary for general practitioners, however 
truismatic, or worse, it may appear to some of us. ‘“‘ Never use a 
tongue depressor indiscriminately. For besides the disgust pa- 
tients feel toward having an instrument that has been used on 
everybody put into their throats, it might actually convey syphilis, 
diphtheria, etc., from one patient to another, and render you li- 
able to just censure. When you wish to examine a throat it is 
better to ask the nurse for a clean spoon. At the office an ivory 
paper-folder answers very well, is not disgusting, and is easily 
kept clean.” 
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Important Notice.—The titles of the papers read at the First International 
Congress of Laryngology, held at Milan, Sept., 1880, and those read in the 
sub-section for Diseases of the Throat, International Medical Congress, held in 
London, August, 1881, are zo¢f given in this Bibliography. The first-named 
may be found in vol. i, page 376 of these ARCHIVES; the papers in full, in Le 
Compte-rendu du Premier Congrés international de Laryngologie, published in 
Milan, 1882: the latter in vol. ii, page 351 of these ARCHIVES ; the papers in 
full in vol. iii of the 7vansactions of the International Congress, published in 
London, 1882. I would also here call attention to the fact, that the titles of 
papers contributed to the pages of the ARCHIVES are to be found in the table 
of contents at the end of each volume, and not in the Bibliography. 


MISCELLANY. 


CORRECTION OF. TYPOGRAPHICAL, ERRORS IN THE LAST 
NUMBER. 


In Dr. Felix Semon’s paper on Esophageal Carcinoma in a Goitrous Patient 
(ARCHIVES, vol. iii, No. 2, p. 125), a misprint occurs, entirely distorting the 
meaning which the author wished to convey. The word “ removing” on line 
2 from the bottom of page 130, must be replaced by the word ‘‘ ofenzmg,” an 
alteration which will completely change the sense of the phrase, and explain 
the remarks on p. 133, which otherwise would be quite superfluous. 

On page 127, lines 8 and 20 from the top, the author meant gummata dveak- 
ing down, not ‘‘ healing ” down, as erroneously printed. 


PHILADELPHIA LARYNGOLOGICAL SOCIETY. 


The annual meeting of the PHILA. LARYNGOLOGICAL SOCIETY was held 
Friday evening, May 26th, at Dr. Chas. S. Turnbull’s house. 

Dr. Brose by invitation exhibited a case of Angina Ludwigii. 

Dr. J. Solis Cohen read an interesting paper on ‘‘ Rigidities of the Crico- 
Arytenoid Articulations.” 

The following gentlemen were elected the officers of the Society for the 
ensuing year. President, Dr. Harrison *Allen; | Secretary}: Dr ~Geo. 7Y- 
McCracken ; Executive Com., Drs, J. S. Cohen, Chas. S. Turnbull, and Chas. 
BE. Sajous. 
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PRCHIVES OF LARYNGOLOGY. 


DEFLECTION OF THE SEPTUM NARIUM.* 


By E. FLETCHER INGALS, M.D., 


CHICAGO, ILL. 


EFLECTION of the nasal septum consists of a 
1) bending to one side either of the cartilaginous or 
bony septum, or of both. It is characterized by more or 
less obstruction of the naris and deformity of the nose. A 
slight degree of deflection is very common, indeed it is so 
often found that it is not considered a pathological condi- 
tion; but a degree of distortion sufficient to materially 
interfere with respiration, and to cause more or less de- 
formity of the nose is frequently met with. It is to these 
latter cases that I wish to direct attention. 

For the sake of convenience in description I will divide 
the cases into four classes: 1. Those in which there is 
slight bending of the whole septum. 2. Those in which 
there is bending of the septum and more or less depression 
of the nose, due to injury. 3. Those in which there is local 
flexion, near the nostril, of the cartilage only. ‘4. Those in 
which a ridge of considerable size runs upward and back- 
ward, from near the nostril, along the line of articulation of 
the vomer with the cartilage; which ridge is formed mostly 
of bent cartilage, but partly of the bent vomer. 

Judging from my own observation, the affection usually 
occurs in early life, either before or about the age of puberty. 

This deflection may be of traumatic origin, but usually it 
appears to be spontaneous. Some patients attribute it to 
an accident: such for example, as being thrown from a 
horse, or falling upon the ice; but in the majority of cases 
no cause is assigned, or the one given does not satisfactorily 
account for the condition. In searching for the cause of 
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this affection, we usually find that the patient has been 
troubled with catarrhal symptoms for some time before 
obstructed respiration has been noticed, and this is the only 
symptom which is found with any degree of uniformity in 
the early history of these cases. Again, in many persons 
who are affected with chronic coryza, we find considerable 
distortion of the septum, particularly of its cartilaginous 
portion. Both of these facts point to inflammation of the 
nasal mucous membrane as one of the principal factors in 
the production of the deformity. 

I have had no opportunity to observe post-mortem ap- 
pearances, but from a study of clinical cases and from the 
examination of numerous skulls, I am convinced that the 
affection of the septum usually commences in the cartilagi- 
nous portion, and that the flexion of the vomer, which 
often exists, is of mehanical origin due to firm articulation 
of this bone with the cartilage. 

We must bear in mind that we have a vertical septum, 
resting upon an unyielding base and held firmly down by 
the nasal bones and soft tissues of the nose, therefore no ad- 
dition can be made to its edges without causing flexion. In 
cases of spontaneous origin the principal changes appear to 
have been in the edges of the cartilage, increased growth 
from which has caused it to bend upon itself; but in some 
instances there is also considerable thickening of the septum. 

The process I believe generally depends upon congestion 
of the overlying mucous membrane, but its exact nature 
has not been determined. It is probably a simple hyperpla- 
sia of the cartilaginous cells due to hypernutrition; but it 
may possibly be of the nature of rachitis the pathology of 
which is obscure. | 

Sir W. Jenner’ says the alterations in the bones in rachi- 
tis consist in az zucreased preparation for ossification, but an 
incomplete performance of the process. 

P. Henry Green’ states that the zone of cartilaginous tis- 
sue which in health is being transformed into bone is very 
thin, but in rachitis it is greatly increased particularly at 
the ends of the bones, but also beneath the periostium. 


1«* Green’s Pathology and Morbid Anatomy,” 3d Am. ed., p. 222. 7 Ldid. 
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It would seem, therefore, that at least one step in the 
development of rachitis consists in an abnormal growth of 
cartilage, and it is possible that the same conditions operate 
to enlarge the cartilaginous septum that cause the increase in 
rachitis. However, if we accept the theory that rachitis is 
due to checking of nutrition, it would appear inappropriate to 
class deflections of the septum as one of the manifestations 
of this disease; for in patients in whom deflection is ob- 
served, there is seldom any evidence of imperfect nutrition, 
and thus far I have not seen one presenting other signs of 
rachitis. 

Patients with deflection of the septum generally apply 
for relief, because of obstructed respiration or deformity of 
the nose. But we usually find also that there is excessive 
secretion from the nasal mucous membrane, most of which 
passes behind the velum into the throat. We also observe 
that the voice has something of a nasal twang, but the 
progress of the flexion has usually been so gradual that the 
patient himself does not appreciate the change. 

When distortion of the cartilage is extreme, the point of 
the nose is often pushed to the opposite side so as to cause 
considerable deformity, which is very objectionable, espe- 
cially in ladies. Ihave found this deformity so often that I 
am led to think that in the majority of cases a crooked nose 
is the direct result of enlargement and deflection of the 
septum. 

Upon inspecting the naris on one side we find a free 
space with more or less concavity of the septum, along 
which a narrow furrow will often be seen corresponding to 
the line of greatest flexure. In the opposite naris we find 
convexity of the septum varying in extent and position in 
different patients, but always greater than would at first be 
expected from examination of the larger naris. 

Contrary to the experience of others, I have observed 
this convexity most frequently on the right side. 

In the first class of cases there is a uniform concavity of 
one side with a corresponding convexity of the other. 

In the second class the deformity depends upon the se- 
verity of the injury, and may consist of simple depression 
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and bending of the septum, or of this conjoined with fract- 
ure of the nasal bones. 

In the third class there may be only a slight flexion of 
the cartilage, near the nostril, both the anterior and pos- 
terior extremities of which may be easily seen; but in 
many instances the bent septum passes obliquely downward, 
from its natural position above, to the ala, and then bends 
sharply upon itself so as to lie almost horizontally across 
the nostril. In this form of distortion the nostril is often 
found to be completely closed, and the point of the nose 
is crowded considerably to the opposite side. In such 
cases thorough inspection may be impossible, but by draw- 
ing the ala well outward we may usually obtain a view of 
the deeper parts of the naris. . 

In the fourth class, the deformity usually commences at 
the middle or upper third of the septum, and passes from 
that point outward and downward nearly to the floor of the 
naris. It then bends sharply upon itself, forming a longi- 
tudinal ridge which stands out from the normal plane from 
three to eight millimetres. The ridge thus formed gener- 
ally passes obliquely upward and backward, a distance of 
two or three centimetres in a line corresponding to the ar- 
ticulation of the vomer with the cartilage and nasal plate 
of the ethmoid. : 

The most prominent part of the flexure is usually found 
about two millimetres below the normal position of the 
junction of the nasal cartilage with the vomer. In these 
cases, though upon first inspection the inferior plane of the 
bent septum seems to rest upon the floor of the nasal 
cavity, it will generally be found that a space remains 
beneath it sufficient to allow the passage of a probe two or 
three millimetres in diameter. 

There can be no difficulty in making a diagnosis if both 
nostrils are inspected, but it is sometimes impossible to 
determine the extent of the inflexion, in the deeper parts 
of the naris, until the cartilage in front has been removed. 

In cases of spontaneous origin the process of flexion con- 
tinues for a limited though uncertain time, but probably 
in most cases for at least two years. It finally comes to a 
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standstill, and there seems no tendency to recurrence of 
the active increase in the size of the cartilage; neither is 
there likely to be any atrophy of it; but the deformity 
unless relieved by an operation will continue through life. 

In traumatic cases considerable flexion results immedi- 
ately from the injury, but judging from the extent of dis- 
tortion in cases of this variety which have fallen under my 
observation, the injury is usually followed by considerable 
’ hypertrophy and subsequent bending of the cartilage. 

Several operations have been recommended for the relief 
of this condition. The most important are: the one recom- 
mended by S. D. Gross, which I believe is the same as that 
proposed by Chassaignac, which consists in paring off a 
portion of the bent septum; the operation proposed by 
Wm. Adams, for forcible replacement of the bent and de- 
pressed septum; and Goodwillie’s operation for perforating 
the septum. 

Several modifications have been made in each of these 
operations, which have better adapted them to special 
cases. ; 

In the first class of cases often no operation is necessary, 
though, perforation by Steel’s instrument, or Adam’s oper- 
ation, would probably correct the deformity, yet even in 
these I should prefer the removal of a slender triangular 
piece from the lower margin of the septum. 

In the second class of cases Adam’s operation,’ or the 
operation suggested by Dr. A. J. Steel, of St. Louis, and 
subsequently practised by Dr. Glasgow,’ seems most likely 
to be followed by favorable results, especially if there is no 
enlargement of the cartilage, in which case, if replaced, it is 
of exactly the proper dimensions to restore the nose to its 
former shape. 

In the third and fourth classes, where there is an increased 
growth of cartilage, no operation is likely to be permanently 
successful which does not include the removal of the re- 
dundant tissue. 


1 British Medical Fournal, Oct. 2, 1875. 


2 St. Louis Courier of Medicine, 1879; also, Transactions of Am. Laryngo- 
logical Association, 1881, p. I17. 
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Simple perforation of the septum is not sufficient in these 
cases, for although it will doubtless partially relieve the dif- 
ficulty in respiration by allowing air to pass from the ob- 
structed nostril through the enlarged naris, it will not cor- 
rect the deformity of the nose. It will not usually cure the 
obstruction in the back part of the occluded naris, and 
therefore it cannot cure the catarrhal symptoms; besides, 
as suggested at the last meeting by Dr. Glasgow, there is a 
tendency to scabbing of the edges of the perforation, and 
deformity of the nose is liable to result from removal of 
large portions of the septum. 

Paring off portions of the septum will answer the pur- 
pose in some cases, but it is only suitable for a small num- 
ber. By this operation a thin septum would be left of the 
original size, and of insufficient strength to support the 
nose. Such a septum would be peculiarly liable to further 
distortion; consequently, in many cases, the operation 
would not only fail to correct the twisting of the nose, 
but it would favor subsequent depression of the external 
parts. The operation suggested by Dr. Jarvis I have not 
tried, and as it is to be fully discussed in the next paper, I 
will not comment upon it. 

In all cases where the cartilage is much enlarged the oper- 
ation which seems to me most suitable, and which I have 
on two occasions found very satisfactory, consists in sepa- 
rating the mucous membrane and removing the redundant 
tissue, after which the mucous membrane is stitched down 
and the septum retained in proper position until firm union 
has taken place. 

The operation will sometimes require considerable time, 
and therefore in most instances an anesthetic will be neces- 
sary. 

Ether or chloroform may be employed, but nitrous oxide 
is preferable for short operations, such for example, as that 
to be recommended for cases of the fourth class. 

Before commencing the operation, when possible, a small 
Eustachian catheter should be carried through the ob- 
structed nostril to the pharynx, and through it a catgut or 
a well-waxed silk ligature should be passed for tamponing 
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the posterior naris. This ligature should be attached to a 
suitable tampon of cotton or sponge, and tied in such a 
manner that about two inches of the end of the ligature 
may hang down the pharynx when the tampon has been 
placed in position. This hanging end will greatly facilitate 
the removal of the tampon after the operation. It is usu- 
ally best to introduce the tampon before the anesthetic is 
administered. 

When the bent septum lies nearly horizontally across the 
nostril the mucous membrane over the septum should be 
incised from above downward and outward near the centre 
of the nostril as indicated by the line a d@ in drawing, and 





then with the handle of a scalpel or with delicate curved 
spuds, the membrane should be separated from all that por- 
tion of the septum which is to be removed. 

Estimating carefully the amount of tissue which it will 
be necessary to resect in order to secure symmetry of the 
nose and a straight septum, the cartilage should now be cut 
through from the upper to the lower outer angle of the 
obstructing portion @ 4, as indicated by the dotted lines in 
the drawing and then along the inner border from above 
downward ac. With a little care this incision can be 
made without cutting through the mucous membrane in 
the opposite naris. The cartilage may now be seized 
with forceps by the angle (a) and drawn downward and 
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cut off. If the flexion extends backward along the septum, 
a slender triangular piece also must be removed from its 
lower border by means of scissors, a knife, or a short cut- 
ting hook. . 

The incisions should be so planned that when the septum 
is pushed into its normal position the cut edges of the car- 
tilage will be in apposition. The mucous membrane is 
now drawn down and stitched, thus holding the cartilage 
in a proper position; but it must also be supported bya 
plug or by a pledget of cotton until firm union has taken 
place. I have used cotton for this purpose, but the plugs 
recommended by Adams and Glasgow might possibly an- 
swer a better purpose. After a few days a tubular instru- 
ment of similar form would probably be more comfortable. 

The twisting of the end of the nose will be found to have 
been remedied by replacing the cartilage, and if proper 
care is exercised to keep the septum in position, until 
union is firm, a perfect result may be confidently predicted. 
I have not made the experiment, but I think the after-treat- 
ment would be more easily carried out if the cartilage were 
either broken or incised at its upper part so as to destroy 
its resiliency, and thus require less pressure to hold it in its 
normal position. 

In addition to the anterior obstruction, a large ridge 
sometimes runs upward and backward a distance of two or 
three centimetres, as in the fourth class; this may be re- 
moved at once or a second operation may be made. 

In the fourth class, not only the cartilage, but usually the 
upper border of the vomer also, is bent; were it not for 
this, the operation might be readily performed by separat- 
ing the mucous membrane and then paring off the cartilage 
with a slender probe-pointed knife. On account of the 
bony tissue which has to be cut through, a slender saw will 
be found useful in operating on these cases. I have used a 
slender metacarpal saw, but I am now having made a much 
smaller instrument which may be worked either by hand or 
by a dental engine, and which will, I think, materially facili- 
tate the operation, and possibly render an anesthetic un- 
necessary in cases of this class. 


Deflection of the Septum Narium. 299 


In these cases the mucous membrane should be divided 
perpendicularly at the anterior extremity of the ridge, so as 
to allow the introduction of a spud; also along the lower 
outer angle of the deflected cartilage, at a point which will 
insure enough tissue to cover the cut surface of the septum. 
The membrane having been separated from the septum, the 
saw is carried beneath the projecting portion close to the 
crest of the maxillary bone, and the cut is made directly 
upward until the bone and cartilage are divided. The 
piece being removed, the mucous membrane falls down upon 
the cut surface, and may be stitched at its anterior extremi- 
ty to the membrane covering the crest of the maxillary 
bone. 

It is not often necessary to bend the septum after this 
operation, but if the flexion at its upper part is very great, 
it is advisable to restore it to its normal position, as after 
the operation for cases of the third class. 


A‘NEW OPERATION FOR THE REMOVAL JOR 
THe DEVIATED (Serres in Nie. 
CATARARH.* 


By WILLIAM C. JARVIS, M.D., 


NEW YORK. 


LTERATION in shape and size of the nasal septum 
A commands the attention of the progressive laryn- 
gologist from its frequency and effects. 

The immediate discomfort, though sometimes serious, is 
often insignificant when compared with the remote. Much 
ingenuity has been displayed in the construction of instru- 
ments to relieve the distressing deformity, occasioned by 
markedly distorted septa. The efforts which have resulted 
in the present development of this branch of surgery re- 
ceived much of their impulse from Dr. W. Adams and his 
fracture forceps. Steele’s stellate forceps, Blandin’s punch, 
Goodwillie’s septum perforator, Roberts’ fenestrated punch, 
and Weir's cartilage forceps, have, according to their in- 
ventors, given excellent results. Like their progenitor, the 
end sought for is characterized more by a desire to correct 
deformity than to cure disease. 

By one operation, restoration of the external symmetry of 
the nose has been followed by a direct re-establishment 
of its normal respiratory function. By another and more 
popular operation, direct nasal respiration is postponed in- 
definitely by perforating the triangular cartilage. The in- 
direct air current satisfies the surgeon, because he has sub- 
stituted a concealed deformity with somewhat lessened 
discomfort, for a visible one with much misery. I shall 
show that the perforations made in the septum to relieve 
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the deformity of a deviated triangular cartilage are unnec- 
essary. By a simple method, to be explained, the tissues 
which form the deviation can be removed without connect- 
ing the nasal cavities by an undesirable opening, and nasal 
respiration is often restored without the excision of car- 
tilage. | 

It is not my intention, however, to dwell upon the re- 
spective merits or demerits of the several methods I have 
mentioned, as they have been already discussed by their 
advocates. My remarks will be largely confined to the re- 
lationship of the irregular and deviated septum to nasal 
catarrh. The relief of deformity will be a secondary con- 
sideration, and in many cases merely incidental. [I shall 
deal with conditions which have attracted but little attention, 
amass tavasl can learn, have never been corrected. | refer 
especially to thickenings over the vomer and imperforate 
nostrils, due to fusion of the triangular cartilage with the 
tissues opposite. 

I have found it convenient to divide deviation of the 
nasal septum into two varieties, /ocalized and general. Lo- 
calized non-cartilaginous deviations from the normal-shaped 
septum are most frequently observed in the hypertrophied 
mucous membrane overlying the vomer and _ triangular 
eartilage. Localized deflection. of, the septum. usually 
occurs in the form of the peculiar deformity produced by 
displacement of the columna nasi. By the phrase hyper- 
trophy of the tissue over the septum I at once do away 
with a large proportion of the so-called cases of deflection 
of the septum. In adults these thickened tissues can some- 
times be traced as resulting from an apparently insignifi- 
cant nodule of projecting cartilage in early life, perhaps the 
result of an injury. This cartilaginous spur, however, 
would be of much consequence in the nose of a child, since 
the small size of its nostril would’ tend to bring about con- 
tact with the turbinated structures opposite, thus produ- 
cing an irritative hypertrophy, its size depending upon the 
extent and chronicity of the local sub-inflammatory process. 
We may also have localized thickenings of the mucous 
membrane over the cartilaginous septum and vomer, result- 
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ing from the direct pressure of hypertrophied or frequently 
tumefied turbinated tissue. A certain amount of turbi- 
nated hypertrophy is always discoverable in these cases, and 
the thickened tissue lying opposite is usually localized, and 
corresponds in its extent with the amount of turbinated 
hypertrophy. 





This drawing is made from a careful sketch. You ob- 
serve the left post-nasal orifice is occupied by a posterior 
hypertrophy, above the upper edge of which, is faintly out- 
lined an incipient thickening of the tissue over the vomer. 
The inferior turbinated tissue in the right naris has partially 
retracted, leaving on the vomer, opposite its impress, a cup- 
shaped mass of thickened tissue. Recognizing the floor of 
the nose asa gutter for the efflux of the nasal secretions, 
the thickened tissue over the septum often constitutes one 
of the most serious obstructions to drainage. There is 
probably no condition more favorable for the development 
of nasal catarrh than a distorted nasal gutter. Retention 
of the nasal secretions must lead to the formation of inspis- 
sated masses of mucus, which act as most powerful intra- 
nasal irritants. It is obvious that only temporary relief can 
be obtained in these conditions by the the use of cleansing 
or medicated sprays. We must resort to surgery for radi- 
cal reliel, 

Displacement of the columnar cartilage at the tip of the 
nose does not always set up a nasal catarrh by pressure ir- 
ritation, for it may be entirely outside of the nasal cavity. 
Even in these cases its excision is often called for to re- 
move the distressing deformity. 

General deviation of the septum may occur in the form of 
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a sigmoid deflection, in which case both the upper and lower 
margins of the septum show a marked convexity, or a large 
mass of the triangular cartilage may be projected toward or 
against the nasal wall. 

There always exists a corresponding concavity in marked 
general deviations. On the contrary in the tissue forma- 
tions occurring over the septum, no such depression can be 
discerned. 

The wavy outline given to the septum by alternate 
masses of thickened tissue in the cork-screw nostril, may 
simulate these depressions, but a careful examination will 
result in their easy differentiation. 

Deviation of the nasal septum may, of course, be osseous 
or cartilaginous. 

Deviation of the bones which form part of the septum, ts 
seldom sufficient to give rise to any immediate discomfort. 
It may, however, be the cause of hypertrophy of the super- 
imposed tissues, which in turn lead to a chronic nasal 
catarrh. Hence, I can, without inconvenience, exclude 
from my method of operating, the removal of deviations of 
the plate of the ethmoid, vomer, and osseous spurs of the 
superior maxilla, since excision of the overlying tissue ren- 
ders their removal unnecessary. 

I have been at a loss to account for the frequent exist- 
ence of exostoses in the nasal cavity as described by some 
observers. 

Although having access to one of the largest laryngo- 
logical clinics in the country, Prof. Bosworth’s, of Bellevue 
Hospital, I have found these osseous formations to be of 
fare occurrence: 

Localized cartilaginous deviations at the base of the co- 
lumna nasi of a bony consistence, are of frequent occurrence. 
An exploratory puncture needle will readily differentiate 
the two conditions. In my experience the projection has 
so often proved to be cartilaginous, that I usually verify my 
diagnosis by removing the tissue. 

Deflection of the triangular cartilage and columna of the 
septum are, on account of their activity as agents in the pro- 
duction of catarrh, of extreme importance. 
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As the undisturbed foreign body in the nose of a child 
is invariably the cause of a nasal catarrh, so the neglected 
cartilaginous splinter—-a deviated septum—must lead with 
absolute certainty to the same result. The nares may be 
in all other respects symmetrical, and the person in perfect 
health, but I believe it impossible for the delicate nasal tis- 
sue to withstand so powerful and permanent an irritant. 
The trouble frequently dates from a blow received upon the 
nostril. 

These cases, as a rule, give the most favorable results 
when intelligently treated by my method of operating, as 
they often occur in persons otherwise healthy. 

The mere removal of the cause of the disease must lead 
to a spontaneous cure. 

Instruments for the operation.—The instruments I gener- 
ally make use of are, my wire snare écraseur, transfixion 
needles, and a peculiar scissors for excising portions of the 
septum. 

The écraseur consists of a long and short canula, the 
latter gliding over a screw thread cut on the former. A 
milled nut, fitting this thread, is intended to push the outer 
canula before it. Well-tempered steel piano wire is drawn 
through the large canula, and its ends are attached to the 
retention pins on the small one. As the outer canula can- 
not turn, there is no twisting of the wire loop formed. 

The transfixion needles need no special description. They 
are pointed like the ordinary glover’s needle. Four sizes are 
made, running from one to four inches in length. Each 
number has a straight needle, and three others of varying 
curves. They are all furnished with a light, convenient 
handle. 

The septum scissors are light instruments, with the 
blades curved almost at a right angle. Their shape enables 
the operator to obtain an easy view of the tissues to be re- 
moved. 

One instrument is made after the pattern of Richardson’s 
mouse-toothed scissors; the other has a sharp beak upon the 
upper blade, which sinks into the tissue of the septum, and 
thus enables the scissors’ blades to retain their grasp while 
cutting through cartilage. 
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A ring in the fixation blade is intended to slip over the 
middle finger, while the knob on the movable blade is man- 
aged with the thumb. 

This simple arrangement enables one to hook and divide 
the cartilage of the septum with great facility. 

Operation.—The amount of tissue requiring removal is 
generally estimated by comparing the redundancy with the 
unaffected portion of the septum. This having been care- 
fully determined, the base of the cartilaginous projection or 
hypertrophied tissue is pierced with the transfixion needle 
until the point reappears. The wire loop of the écraseur is 
now passed over the point of the needle projecting into the 
nostril, and tightened around the transfixed tissue by forc- 
ing up the outer canula with a movement of the finger 
against the milled nut. A few turns of the milled nut 
cause the wire to sever the transfixed tissue. 

When the posterior surface of the deviated tissue is not 
well defined, it is advisable to use a curved needle, in order 
to bring its point in view. A little practice will enable one 
to determine when complete transfixion has taken place, by 
the change in resistance, appreciated by the touch in cases 
where the needle’s point cannot be seen. 

Pain.—The discomfort caused in removing these growths 
will vary with the susceptibility of the patient to pain, and 
the amount of care used in manipulating the écraseur. 
Patients, as a rule, declare they do not suffer. A painless 
operation by this method may be converted into an agoniz- 
ing one by the impatient movements of a rapid operator. 

Flemorrhage.—The hemorrhage is trifling, if the operation 
is performed slowly. The employment of slow traction, to 
prevent pain, guards against the occurrence of hemorrhage. 
The vascularity of the mucous membrane over the septum 
is very slight when compared with that of the turbinated 
tissues. 

Localized and general thickenings of the mucous mem- 
brane situated anteriorly upon the triangular cartilage can 
be readily removed. 

The localized hypertrophies found over the vomer are 
sometimes difficult to remove, as the tissue is transfixed 
and snared when pictured in the rhinoscopic mirror. 


306 William C. Farvis. 


When the cartilaginous or thickened tissue is in contact 
with the outer wall of the nose, I make use of the No. 4 
curved transfixion needle, which has its point at a right an- 
ele with the shaft. By successfully hooking and snaring off 
pieces of the septum, it is possible to make an opening into 
the posterior nares. The patient practice of this method 
has enabled me to perforate even an imperforate nostril 
without connecting the nasal cavities by an undesirable 
opening. 

Especially brilliant results can be obtained in relieving 
the common deformity produced by displacement of the car- 
tilage of the columna. Nasal stenosis caused by a deviated 
cartilage is always overcome by the careful practice of this 
method without perforating the septum. 

I would strongly urge this procedure to supply the place 
of the now general practice of perforating the septum with 
a punch. When the enthusiastic advocates of this opera- 
tion explain away the discomfort caused by the collection 
and inspissation of nasal mucus around the edges of these 
false openings, I may consider their claims for its superiority. 

The fact that a large proportion of even markedly dis- 
torted nasal septa give rise to little or no external disfigure- 
ment, recommends the practice of my method of operating, 
in the majority of cases, to cure or relieve the coexisting 
disease. 


ZUPOID ULCERATION OF THE «NASAL 
SEL CEN 


BY EL SIURLY.. M.D, 


DETROIT. 


HE cases about to be related have been very instruc- 

tive to me, and I present them under the caption of 
-lupoid ulceration, although there may be some question, per- 
haps, as to their real pathological nature. 


Case 1.—A. M., male, et. 40, married 15 years, and father of 
two children ; speculator ; good family history ; temperate, rarely 
drinks spiritous or malt liquors, and smokes only occasionally 
during a week ; in good flesh, but not fat; general health good, 
excepting headaches, migraine, probably brought on by business 
worry or malaria, or both. Says he may have had syphilis about 
20 years ago, although the doctor whom he consulted said that 
the sore was only a chancroid, and he very soon recovered, never 
having had any sore throat or cutaneous eruption. 

One of his children, a boy 12 years old, although having been 
delicate, so-called, shows no signs of the syphilitic taint; he 
rather bears the physical stamp of his mother, who is a woman 
possessed of what is called the scrofulous diathesis. The other 
child of the patient, now 20 months old, was “sickly” during the 
first 8 months of its existence, but thereafter seemed tolerably 
well nourished, notwithstanding it was bottle-fed, condensed milk 
being its nutriment. It is, however, rickety to a slight extent, as 
manifested by the ribs and bones generally. But I have never 
seen any thing to indicate a syphilitic taint. The patient states 
upon honor that he has never been affected with any venereal 
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disease but the once mentioned, and as he is a plain, outspoken, 
sensible man——and not a church-member—I believe he would 
not disguise the truth from me. 

When he came to me in the autumn of 1879, he complained of 
some dull frontal headache, stuffiness of the nose, as he expressed 
it, and the discharge of more or less crusty, non-fetid matter, 
mostly from the anterior nares. This had been troubling him 
about three months then, and, he observed, was growing pro- 
gressively worse. His general health at this time was very good. 
Upon examination, after washing out the collection of inspissated 
secretion, I discovered a perforation of the cartilaginous nasal 
septum, about the size of a silver five-cent piece, which was slight- 
ly ovoid, and with its upper margin close under the roof of the 
cartilaginous portion of the nose. The edges of the orifice, which 
were bevelled, were plastered here and there with masses of red- 
dish or brownish crusts, which seemed very dry, and a Ute fetid. 
The mucous membrane for about a 74th of an inch circumfer- 
entially around the orifice was thickened, and gave the sensation 
of hardness to the touch, while the upper margin of the opening 
was by far the most sensitive. The disease progressed some dur- 
ing the next six months, so that the opening became irregularly 
elliptoid, and about as large as a twenty-cent piece, while the 
nose about this time had perceptibly fallen in. It seemed, how- 
ever, to get no worse than this, since I found upon examination 
about a month ago, that the size of the perforation accorded with 
my last note of April, 1881. 

The treatment consisted mainly in sprays or douches of sod. 
bibor. et ac.) carbolic., pot, chlor, potass, permang @sp. 01 aq: 
picis et sod. bicarb., and other detergents; and in the persistent 
use of iodoform, either by insufflation or incorporated with vase- 
line, glycerine, petrolina oil, etc. Caustics were used but a few 
times, and mostly on the upper margin; and internally, the ad- 
ministration of potassium iodide. 

Case 2—J. E. H., et. 16 years, German, works in a stable as 
hostler ; family history good, so far as we could find out ; his father 
died of some acute lung trouble, and his mother, whom I saw several 
times, seemed to be healthy. I saw, once, at the hospital clinic, a 
younger sister of his, who appeared pale and cachectic, but said 
that she was well. Mother stated that this boy had always, pre- 
vious to his illness, been strong and healthy. Looks well now. 

Patient presented himself at the out-door department of St. 
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Mary’s Hospital, Jan. 20, 1881, suffering from a sore throat, and, 
especially, from obstruction of the nasal passages; he had been 
in this condition, he said, about three weeks. Examination of 
throat and nose showed great swelling of the mucous membrane 
lining the nasal passages on both sides, so that no good view 
could be obtained anteriorly. Rhinoscopic examination showed 
swelling, with great hyperzemia of the membrane lining the naso- 
pharynx, and quite a collection of muco-pus, as well as a few 
crusts. At the median line on the posterior surface of the soft 
palate, there was quite a depression, covered by a firm white 
patch. This proved to be an ulcer. There was no ulceration to 
be found anywhere else. The pharynx was simply hypersemic. 
He was treated with a spray of borax and ac. carb., followed by 
insufflations through the posterior nares of iodoform, and was 
given, to take internally, ;4th gr. biniod. of mercury with 5 gr. of 
iod. of potass. in solution. He attended the dispensary quite regu- 
larly until March, and improved in every way during such attend- 
ance. Pot. iod. was substituted for the mercurial. 

In March he came twice, the last time complaining mostly of pain 
in swallowing. His nose still remained obstructed, and the septum 
on the right side showed a small ulcerated spot, just opposite the 
anterior end of the lower turbinated bone. About the same line 
of treatment was resumed, except, in addition, the use of a little 
strong tr. of thymol to ulcerated spots. 

April 4th, it is noted that the soft palate is perforated in the 
median line, and not far from its junction with the hard palate. 
It is noted also that the nose is obstructed and shows a small per- 
foration of the cartilaginous septum in the place noted formerly 
as ulcerated. He had never had sexual intercourse, according to 
his statement, under the most rigorous cross-examination, so that 
I was led to believe he had contracted syphilis from some one of 
his barn companions—he worked in a private barn, not a livery- 
stable. Accordingly, I examined the two men associated with 
him, and could find no trace of syphilis about them, nor any 
excoriated places or scars which would lead to a suspicion of it. 
They also told me that they had not had any such disease for 
several years. There was also no evidence of hereditary syphilis. 
Notwithstanding all this, I still believed it was syphilis, and con- 
cluded that he must have become inoculated at the dispensary on 
some former occasion. 

He continued under observation until July ; his throat finally 
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becoming well, excepting the perforation of the soft palate—about 
the size of a three-cent piece,—which still remains. 

But the mucous membrane of the septum continued cogs 
thicker, while at the same time the perforation of the septum 
slowly and gradually enlarged ; the process producing an abun- 
dance of reddish or yellowish crusts. 

The latter part of March of this year (1882), he again returned 
to the hospital for treatment, complaining only of his nose. An 
examination revealed the fact that nearly the whole of the carti- 
laginous and possibly a little of the anterior border of the bony 
nasal septum were gone. .The anterior naris of the right side was 
nearly obstructed by the leaning forward of the anterior remnant 
of the septum adjacent to the nasal column. The treatment has 
been both local and general: the former consisting of applications 
of douches and sprays for cleansing purposes, followed by iodoform 
and strong tr. of thymol to the edges; while the general treat- 
ment has been, as in the former case, pracipaly by the adminis- 
tration of potassium iodide. 

The boy is really getting better, as there seems to have been no 
further erosion for some time now. 

Case 3.—Mrs. E. B., et. 42, married, mother of three quite 
healthy children, according to report. About thirteen years ago, 
after attending her brother-in-law, as nurse, through a very se- 
vere course of typhoid fever—she suckling a babe at the time,— 
she noticed a papular eruption on the lower lip, which at the time 
was regarded as a “cold sore.” This finally became a small ab- 
scess, leaving a white scar after suppuration, but was immediately 
followed by a tubercular sort of swelling of the skin over the left 
temple—in fact, two or three in different places on the scalp, all 
of which, however, disappeared without suppuration or any spe- 
cial treatment, Her husband, about this time suffered also with 
two abscesses on the back of his neck, which were called carbun- 
cles. About seven years ago the patient noticed a swelling (hard 
and painful) on the back of her neck, which soon ulcerated. This 
could be healed by the application of certain ointments, but would 
soon recur, always involving new tissue after the ointment was 
discontinued. ‘This ulceration on the back of the neck contin- 
ued, and last autumn was about the size of a silver dollar. She 
came from Elmira, N. Y., to consult me about what she supposed 
was a chronic nasal catarrh. She stated in the course of the ex- 
amination that she had consulted two eminent dermatologists in 
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New York City, one of whom pronounced the skin affection lu- 
pus, and the other one called it syphilis. The nasal affection had 
developed within the two years preceding, so far as she knew ; 
examination showed a perforation of the cartilaginous nasal sep- 
tum about the size of a silver quarter -of a dollar, its edges bev- 
elled, the circumjacent mucous membrane thickened, and the se- 
cretion crusty, rather scanty, but not fetid. Diagnosing the case 
as lupus, I consulted Dr. Carrier, of Detroit, a very skilful der- 
matologist, who concurred not only in the diagnosis, but in the 
proposed treatment. He kindly took charge of the case, while I 
saw her from time to time, and she has since returned home ap- 
parently cured—that is, the ulceration of skin as well as of septum 
stopped. The treatment consisted in the internal administration 
of potass. iod., the dose being gradually increased to 20 grains, 
3 times daily ; and, so far as the septum was concerned, the per- 
sistent use locally of iodoform, alone, and in combination with 
thymol and vaseline. I omitted to state that she had had about 
four years ago an ulceration of the soft palate, which destroyed a 
small amount of tissue. Dr. Carrier’s notes as well as mine 
state “that she was questioned very closely for a specific history, 
and positively avowed that she had never had any sore on or 
about the genitals, no falling out of the hair, no eruption of the 
skin—except as given above,—and no osteal pains or disturbance.” 
He also states that mercurial treatment aggravated her disease 
each time it was adopted. 


This case was proximately one of lupus without a doubt, 


but whether or not we have been deceived as to any syphi- | 


litic element in its etiology, the Lord and the patient, per- 
haps, only know. 


CasE 4.—June 2, 1882. Mrs. F. McR., et. 56 years, widow 
three years ; family history excellent ; general health good ; never 
had any cutaneous eruption which “ amounted to any thing,” she 
says. About three years ago began having a sensation of stuffi- 
ness in the nose, attended with watery discharge ; and four years 
ago, for the first time, noticed a small opening in the cartilaginous 
nasal septum, about the size of a common pin head ; up to this 
time she had had frequent light attacks of epistaxis. 

Three years ago, during the winter season, she had more or less 
sore throat, and became hoarse. This condition has regularly 
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supervened every winter since, having been more persistent, with 
more complete aphonia, during the last winter. 

Examination shows the nasal septum, excepting anterior nasal 
column, entirely gone, together with most of the lower part of the 
bony (vomer, etc.), thus throwing the naso-pharynx and nasal pas- 
sages into one large cavity, for there remains only a vestige of the 
upper turbinated bones. 

This cavity is dry, and contains considerable inspissated secre- 
tion adhering to the several irregularities here and there, but the 
odor from these is not offensive. 

Laryngoscopic examination shows the posterior wall of pharynx 
dry and plastered with dry secretion; upper larynx not hyperemic, 
but mucous membrane thickened and granular. Vocal cords thick, 
round, and dark pinkish color, but their surfaces are smooth. 

Ordered a douche of potass. chlor. and sod. bicarb. twice daily, 
followed by insufflation of iodoform and pulv. g. acaciz, equal 
parts. 


I have tried in the narration of the foregoing cases as 
briefly as possible to bring out the clznzical diagnostic points, 
and the wpparent benefit derived from the plan of treatment 
adopted. Only Case 3 might be regarded as really lupus by 
some, while the other cases might be looked upon as simply 
ozena or latent syphilis by other practitioners. 

It is unnecessary for me, before a body like this, to con- 
sume time by quotations or abstracts from the current liter- 
ature of the age, in order to substantiate the statement that 
the pathogenesis and pathology of scrofulosis, tuberculosis, 
and syphilis, together with the more local expressions of 
disease called lupus and ozzna, have not as yet explicitly 
shown the relationship between these several morbid states. 

Like many families of cryptogamous plants, whose devel- 
opment is marked by such periods of specific phenomena as 
to almost differentiate them into independent species or vari- 
eties, these morbid conditions give rise, in their sometimes 
devious and subtle modes of ultimate development, to the 
most puzzling groups of local expressions. This, I believe, 
is especially true of scrofula, so despised and slighted by 
many of us. I am sincere in the belief, that we are far from 
being done with the so-called scrofula, and that we must yet 
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of necessity acquire more knowledge of its pathological his- 
tology before denying it a place in the category of diseases. 
I am firmly convinced that ozzna and lupus, from our 
present knowledge, ought to be classed together as typical 
scrofulous disease; and I also believe, with many patholo- 
gists, that there is a certain natural relationship between 
tubercle, syphilis, and scrofula, the details of which are 
really to be worked out yet. Regarding lupus, the literature 
on the subject is far from extensive, but what exists goes to 
show, as far as I can learn, that its diagnosis from syphilis, 
or tubercle, or scrofula, both clinically and microscopically, 
is not always certain; while empirically considered, it 
seems to yield, in all of its forms, to those therapeutic meas- 
ures so long and successfully in use against scrofulous dis- 
ease,—the antiscrofulitics. 

I say, empirically, because, so far as I know, the therapy 
of scrofulous disease, or scrofula, does not rest upon a sci- 
entific basis. The predilection of lupus for attacking the 
skin primarily, is, of course, well known, and has constituted 
quite a point in differential diagnosis. But, of late, so many 
instances have been published, where the disease has at- 
tacked mucous membrane primarily, that I think in a given 
case of disease of a mucous membrane, the absence of any 
previous or concurrent invasion of cutaneous tissue ought 
not alone to negative the diagnosis of lupus. 


ee 


NASO-ANTRAL CATARKE "AND ITS (TREAG 
MEN T.* 


By W. H. DALY, M.D., 


PITTSBURGH, PA. 


N presenting the following rather unusual cases to your 
| attention, I may state, that ina somewhat busy practice 
in diseases of the upper air-passages and cavities, I have met 
with but three cases of this kind within the past four years; 
and although our surgical text-books and works on nasal 
surgery mention the subject in a general way, and though 
dental literature occasionally treats of it from that stand- 
point, yet details of actual cases from the experience of the 
rhinoscopist are not at all frequent, whatever may have 
been their observations; and two of these cases having sub- 
mitted to operative treatment, are reported with a hope that 
more light may be thrown upon the subject of not only the 
extensions of purulent catarrhal disease to the antrum of 
Highmore and its efficient treatment, but upon the more 
difficult problem of similar affections of the frontal sinus, 
the nasal ducts, and the ethmoidal cells. That any of these 
cavities may become the nidus of a purulent catarrhal dis- 
ease which will persistently baffle all the ordinary modern 
methods of treating nasal catarrh, there can be no doubt in 
the mind of any one who has had experience with them; 
at least there will be exceptional cases, and it is just those 
exceptional cases that we are most ambitious to deal. suc- 
cessfully with. 


* Read before the American Laryngological Association, session 1882. 
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Case 1.—Mr. J. V. M., zetat. 51, unmarried, wt. 175 lIbs., ht. 5 
ft.6in. Always healthful, excepting slight aliments, till 24 years 
ago, when he first noticed he had nasal catarrh. 

There was no history of syphilis either inherited or acquired, 
but he had had repeated attacks of gonorrhcea in former years. 

His attention was first attracted by a pain about the left eye, of 
greater or lesser severity during two or three months. This pain 
subsided after a copious purulent discharge from the left nostril. 

He was treated by a goodly number of skilful physicians in 
Pittsburgh for catarrh, with little abatement of the discharge, 
which continued copious, soiling from three to eight handker- 
chiefs in the day. His disposition, naturally pleasant and social, 
became morbid, and believing himself an unpleasant companion, 
he shunned his friends. 

Considering his efforts to obtain relief in Pittsburgh to be fruit- 
less, he went abroad. Hearing of the skill of Dr. Smyly, of 
Dublin, he placed himself under his care. The doctor removed a 
polyp from thg left nasal cavity, and treated the catarrhal disease 
of the nasal cavities for some weeks, with, however, but little 
abatement of the discharge, which was the chief, and, it may be 
said, the one annoying feature of the case. 

Dr. Smyly advised his return to America, and that he should 
place himself in the care of some one near home familiar with 
diseases of the nasal cavities, and undergo patient effort to be 
cured, | 

From the history given by the patient there was evidently no 
suspicion as to the existence of disease of the antrum on the part 
of any of his medical advisers, and when he placed himself under 
my care in October, 1880, I found extensive catarrhal inflamma- 
tion of both nasal cavities, which were narrow ; the left one ex- 
tremely so, with the walls in contact, excepting a fissure imme- 
diately above the floor of the nostril, which would admit a No. 10 
sound. 

I am free to say that I, also, from the nature of the case, did 
not at first suspect disease of the antrum, having up to that time 
had no experience whatever with a case of purulent antral dis- 
ease, and as the patient complained of fugitive neuralgic pains 
and some rheumatism, I was wont to attribute the early history 
of pain about the left eye to orbital neuralgia. However, after 
three months’ most obstinate efforts on the part of both myself 
and patient, I determined that a large part of the discharge came 
from the left antrum of Highmore. 
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I was led to this conclusion by the patient telling me that lat- 
terly, when lying on his right side, an occasional free flow of 
muco-pus would come into his throat, but no pain existed in the 
region of the antrum. 

The second bicuspid tooth was extracted, and by means of a 
drill the antral cavity was easily entered. 

In order to verify the diagnosis, the nasal cavities were thor- 
oughly washed out; then this nozzle, attached to a common 
Davidson syringe, was placed in the opening in the jaw, and a 
simple alkaline fluid forced in. This was attended immediately by 
a copious flow of thickish, rather offensive mucus from the 
antrum, through its orifice, into the nasal cavity. This was daily 
thereafter observed by means of the nasal speculum. 

There was, however, a persistent discharge, small in quantity, 
evidently from the frontal sinus. This cavity I proposed to 
trephine, but not being able to assure the patient of the entire 
safety of the procedure, the interference was declined. 

After two more months of treatment with the use of slightly 
stimulating and astringent injections, by means of the syringe in- 
troduced through the opening in the jaw, the discharge was di- 
minished about #, when the patient felt he had somewhat re- 
covered from melancholia and suicidal tendencies, and his youthful 
feelings being measurably restored, he embarked on the sea of 
matrimony, feeling at last that he had become, to a reasonable ex- 
tent, companionable at the age of 52 years. 

That his case was fully cured I am unable to say, but that the 
disease of the antrum was cured there can scarcely be a doubt. 
Nothing short of a similar treatment of the frontal sinus would 
secure entire relief of the discharge from that cavity. 

The opening in the jawbone was fitted with a silver canula 
fastened to the teeth, into which was inserted the nozzle of the 
syringe, and by first washing out the nasal cavities the amount of 
muco-pus driven out of the antrum by the cleansing fluid could 
easily be estimated from time to time. 


Comment on Case l. 


It may be wondered at that the disease of the antrum had 
escaped the scrutiny of so many medical men, and in fact 
only hit upon after I had exhausted much effort at relief ; 
but a very narrow nostril prevented free inspection, and the 
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long absence of pain in the antrum may account for, or 
rather excuse, what might otherwise pass current for either 
carelessness in diagnosis or lack of skill. 


CasE 2 was a young attorney, G. D. L., from a neighboring 
county, who was referred to me by a former patient, Feb. 16, 
1880. Our first interview was brief, as I declined to guarantee a 
cure, or to refer him to any patients whom I had cured, or, in 
fact, make any terms whatever, except that he submit himself to 
my care unconditionally. He sought other advice and care. 

However, eight months afterward he again presented himself, 
asking for no conditions, save that I do the best I could for 
him. 

He was aged 25 years; wt. 182 lbs., ht. 6 ft.; and excepting 
nasal catarrh had always been healthful. There was no history 
of syphilis. He was altogether a splendid specimen of vigor in 
appearance. He had been the patient of many “ doctors,” none, 
however, eligible for association with respectable medical men ; so 
far as I know their names are not borne on the rolls of any medi- 
cal body of men. According to his own statement, he had had 
naso-pharyngeal catarrh for four years. Rhinoscopic inspection 
as recorded and taken from my note-book states : 

“He has now a cartilaginous and osseous tumor growing from 
the left side of the nasal septum, opposite the inferior nasal fossa, 
one inch long antero-posteriorly, and projecting quite across the 
nasal cavity. The normal size of this cavity is capacious and 
ample. 

““He has also an erectile hyperplasia springing from the an- 
terior end of the lower turbinated bone of the right nostril, as large 
as a hickory nut, and blocking up the entire nasal cavity. 
There is a copious discharge of muco-pus from both nostrils, 
that from the right one being extremely offensive and of a burnt 
chestnut odor that is at once both sickening and most perma- 
nent, fixing its peculiar odor on instruments for 24 hours, even 
after the application of disinfectants to them. I have frequently 
-recognized the disgusting odor of this patient in my office 14 
hours after my professional interview with him, and after being 
thoroughly aired and disinfected. 

“The pharynx and larynx are much congested and _ highly irri- 
table, especially the faucial portion of the pharynx. 

“The V C are intensely red, but of powerful construction.” 
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The nasal obstruction together with the copious offensive dis- 
charge had rendered the patient unhappy, and he felt sensibly that 
he was disgusting to his friends, and though fond of society, was 
impelled to deny himself its pleasures and remain alone, owing to 
his infirmity, 

The erectile growth was removed form the right nostril by 
means of the snare, and the osseous growth from the left nostril 
by means of biting forceps, when it was discovered, that the lower 
turbinated bone of the right nostril was necrosed. This was en- 
tirely cleared out, and the parts treated by cleansing and disinfect- 
ing applications carefully applied daily. . 

The discharge soon diminished in the left nostril, but not so 
with the other, which kept up both in quantity and offensiveness. 

My patient had expressed the opinion at our first interview that 
catarrh could not be cured, and while he had since, to some extent, 
changed his opinion, he was again repossessing himself of his first 
views on the matter, and, becoming somewhat discouraged, ex- 
pressed himself in lawyer-like fashion, as to the soundness of his 
originally expressed belief. 

Without having any fixed symptoms referable to the antrum to 
base an opinion upon, I, notwithstanding, arrived at the conclu- 
sion that the offensive discharge came from that cavity. 

The patient possessed a fine set of teeth, of which he was very 
proud, and hesitated to allow me to enter thé antrum by drawing — 
one, unless I could assure him that I would be successful in 
reaching the seat of the disease. aA yd 

The operation was, however, finally assented to, and taking out 
the second molar, the antrum was entered through the cavity of its 
palatine fang by means of a drill. 

Upon introducing a probe into the antrum through the opening, 
and withdrawing it, I soon detected the odor upon it, with which 
I had already become only too familiar. Now with the syringe 
loaded with diluted Dobell’s solution, and first washing out the 
nares, I drove out through the nasal opening about three drachms 
of most offensive muco-pus. In fact, the odor of this fluid ex- 
ceeded any that had been evacuated, and even sickened the 
patient to the utmost degree. 

The injections used in this case were a ten-gr. solution of 
potassium permanganate, followed with the fluid extract of pinus 
Canadensis and the compound solution of iodine alternately. 

In two weeks the discharge had diminished 8, and had lost its 
offensive odor. 
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In a letter dated May 10, 1882, this patient says in reply to the 
question as to his condition at this time: “ There is no discharge 
whatever, and my throat and nasal passages are as clear and 
healthy as any man could wish. [I still wear the gold tube in the 
jaw bone which was inserted in accordance with your advice, but 
there is no discharge through it, and nothing offensive in odor 
from the cavity of the bone. Jl am perfectly well.” 


Comments on Case 2. 


The origin and history of this case up to the time I saw 
it first are similar to the many that have been subjected to 
heedless and aimless treatment on the part of patients 
themselves, who, believing they have catarrh, resort to the 
innumerable snuffs and douches advertised, and a knowl- 
edge of the pathology of the given case is never sought. 
The word catarrh carries to their minds all that is desired to 
be known. And the vaunting advertisement of the mounte- 
bank tells them to apply this snuff or that douche to their 
ailment and be cured. They do it and are disappointed. 
The educated medical man has been largely responsible for 
this state of affairs, as formerly he neither endeavored to 
familiarize himself with the consequent pathology of ca- 
tarrhal diseases nor treat them rationally. Nor was he 
always convinced that his professional brother, who had 
spent much time and labor in familiarizing himself with 
this special branch of work, to the exclusion of other no less 
useful branches, could better handle such cases than him- 
self. 

It is, however, a good omen, that of late years the most 
advanced medical men have believed that patients suffering 
from catarrhal diseases are entitled to more thorough investi- 
gation and treatment than is covered by the assurance that 
it is only trivial and that a little snuff or a gargle will suffice, 
without any inspection or care as to what is the actual local 
condition, or what the extent of inconvenience to the patient, 
or what the danger to the important special senses of hear- 
ing, sight, and smell, not to speak of the possible impair- 
ment of that most divine of all the attributes of humanity 
—the voice and articulate speech. 


IMPAIRED CARDIAC POWER ‘AS AN EFFICIENT 
CAUSE OF CONGESTIVE THROAT Ar 
KECTIONS: 


By BEVERLY /ROBINSON, M. D., 


NEW YORK. 


\ N JE all of us, specialists as well as general practi- 


tioners of medicine, are prone to regard certain 
affections of the throat as the direct outcome of cold or bad 
hygienic conditions. I refer particularly to those affections 
which should be classed among the congestions, and 
whether they be of acute or chronic order. Not that we 
are not, perhaps, aware that a visceral lesion, especially of 
the thoracic organs, can and does occasion throat disorders ; 
but then we shall expect to find it tolerably evident, and 
are indeed inclined to search for a typical case of heart or 
lung disease. If we do not encounter such a one, we are 
disposed to ignore the influence of this factor in etiology, 
and search after the cause or causes of the present throat 
difficulty elsewhere. Owing, perhaps, to the fact that whilst, 
on the one hand, I have a constant interest in questions re- 
lating to laryngology as a specialty, I have, on the other 
hand, an every-day opportunity of examining closely many 
diverse cases of cardiac and pulmonary disease; the direct 
interdependence of chronic heart ailments and those of the 
throat is to me a very common matter of observation. We 
know that an advanced chronic lesion of the orifices or 
valves of the left side of the heart often occasions oppres- 
sion, dyspnoea, and cough. These symptoms may be more 
or less marked according to the stage which the heart- 


* Read before the American Laryngological Association, session 1882. 
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changes have reached, and in relation with the age, profes- 
sion, and hygiene of the individual. It is no uncommon 
thing to encounter an instance of advanced aortic, or mitral 
disease, particularly, in which congestion of the pharynx, 
larynx, and bronchial tubes is present, and frequent and 
harassing cough the natural consequence. Sometimes this 
cough is dry and irritative; frequently it is quite loose, and 
there is an abundant effusion of mucus throughout the 
respiratory tract. Congestions of the pharynx and larynx 
are specially interesting to us as laryngologists, but we can- 
not ignore entirely the consideration of accompanying pa- 
thological conditions, if we wish to make real progress in 
the treatment of these affections. Rarely is a congestion 
secondary to old heart disease limited to one organ; usually 
it is wider in its range and extends its influence over a con- 
siderable area. This is manifest in the numerous cases of 
chronic bronchitis and emphysema which frequent our out- 
door services for chest and throat affections. Among 
these, however, there are relatively few in which both larynx 
and pharynx are not implicated to a certain degree. Oc- 
casionally, it is true, there is no complaint of soreness of 
the throat or hoarseness of voice. But even in these ex- 
amples direct examination will reveal to us a thickened and 
relaxed mucous membrane. When, as is frequently true, 
the patient does refer to painful sensations in the throat, 
and has also a husky and weak voice, we shall further re- 
mark different shades of inflammatory redness in the 
pharynx and larynx. 

By reason of advanced age, of a profession in which irri- 
tating vapors are inhaled, of overwork, of general mal-nutri- 
tion, or exposure to great and sudden atmospheric changes, 
some men and women with a similar cardiac affection are 
creater sufferers from congestions of the respiratory mucous 
membrane, than others. And it is interesting to note that 
for good curative results to be accomplished, attention 
should be strictly paid to these different factors in order 
that the best selection of formule of drugs should be made 
and employed. Whilst I have had very frequent opportu- 
nities to observe congestive conditions of the respiratory 


322 Leverly Robinson. 


mucous membrane following chronic valvulitis, I have no- 
ticed many patients in whom hoarseness and cough fol- 
lowed by constant expectoration were nothing more than a 
natural and almost certain sequela of dilatation of the cardiac 
cavities. 

Of course a “cold” contracted may seemingly be the eff- 
cient cause of all symptoms, but frequently there is no proof 
of its existence and the cough and hoarseness are surely the 
result of mere fatigue. It is not essential that this fatzgue 
should imply much physical strain in an absolute sense, for 
the amount of it may be small, although relatively quite 
sufficient to occasion notable suffering in a patient with a 
weak heart through dilatation. 

Many such cases are overlooked because there is no mur- 
mur in the precordial region, or because percussion dulness 
is not very extensive, or an emphysematous left lung pre- 
vents the precise determination of the degree of cardiac 
power. Palpation, carefully made of the radial pulse, will 
then be a great help to us. It will permit us to affirm the 
weakened heart action when no other physical sign will. As 
to rational symptoms, they exist without question, yet they 
do not invariably enable us to state positively in what or- 
gan the abnormal condition primarily exists. With our 
minds alive, however,.to the cardiac lesion, a well-directed 
treatment will clear the situation in a remarkable and rapid 
manner, and that, too, when previous to this time, many so- 
‘called cough mixtures had been taken without the slightest 
appreciable good effect. I am convinced to-day that it is 
not essential in some cases, in which congestion of the 
larynx is present, and the evident direct cause of cough, 
that the heart should be structurally affected. The rhythmic 
force and action, through functional disturbance of the car- 
diac ganglia, may be the real source of the cough; and late 
hours, excess in study, in the use of tobacco, tea, and coffee, 
and venereal indulgences may be the whole secret of the 
laryngeal or pharyngeal affection. 

A functional trouble of the heart combined with the evi- 
dences of' ‘cold’ contracted,. or,..rather, with cough and 
sensations of fulness in the regions of the throat and chest, 
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is occasionally the immediate consequence of a few hours 
passed in a crowded assembly, where an impure atmosphere, 
loaded with carbonic acid, has been exclusively inhaled. 

Doubtless we have here an affair, with the irritation caused 
by direct contact of such an atmosphere with the respira- 
tory mucous tract, but there is likewise a real poisoning of 
the system, which occasions diminished cardiac power, adds 
to the congestion of the throat and larynx, and thus helps 
to produce cough and sputa. Now, then, what is the pa- 
thogeny of most of these cases? Evidently it is simple. 
Lower heart power from any cause, and you predispose the 
respiratory tract to acute or chronic congestion. Sometimes 
the heart power is not lowered in amount if we compare it 
with a normal standard, but is nevertheless insufficient to 
do the work it is obliged to perform, owing to the changed 
condition of its own structure or that of the blood-vessels 
or distant viscera. If the cardiac fibre become degenerated 
after a time, one of the first rational symptoms pointing to 
it is cough, following upon congestion of the pharynx, 
larynx, or respiratory tract generally. If vascular tension 
be constantly increased by reason of chronic interstitial ne- 
phritis and general arterial capillary fibrosis, cough caused 
by a similar congestion almost invariably results at one pe- 
riod or another of the initial disturbance; if the liver and 
spleen become hard, contracted, and dense, owing to in- 
crease in their connective-tissue formation, a frequent se- 
quela is cough brought on in the manner referred to. The 
venous flow through these viscera is obstructed, there is 
damming back through the venz cave and the right heart ; 
this organ loses its compensatory power; the pharyngeal, 
laryngeal, and bronchial mucous membranes become relax- 
ed, swollen, congested, or inflamed; and cough, expectora- 
tion, hoarseness, slight dysphagia, dyspneea, and localized 
fulness, pain, or oppression are not very unusual conse- 
querices. 

Having shown, as I trust, in a conclusive manner, the 
mode of origin and development of certain forms of conges- 
tive throat affections constantly met with, how should we 
treat them? Perhaps the best way of answering this ques- 
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tion, at least partially, is by narrating the history of a pa- 
tient who came to consult me two years ago. He was a 
distinguished brother physician of New York. He was, evi- 
dently, and from the statement he made me, run down in 
health and strength by overwork. For six weeks or more 
he had been suffering from an obstinate distressing cough, 
from which he sought relief at the hands of a skilful special- 
ist in throat affections. Astringent applications of different 
kinds, together with the best sprays and powders were al- 
most daily employed, according to the most approved 
methods, and without affording him sensible relief. At last 
he became weary of the negative result accomplished, and 
came into my hands. I looked at his pale face with some 
solicitude, and after a few pointed questions which, how- 
ever, brought back no conclusive answers, I examined his 
lungs and heart. The condition of the latter was not nor- 
mal. I regret to say that I found in the second right inter- 
costal space and carried down over the sternum a murmur 
replacing the second sound, and which I attributed without 
question to aortic regurgitation. Upon inspection of the 
pharynx it was notably relaxed, and over its surface were 
disseminated a considerable number of enlarged pinkish fol- 
licles, such as we find habitually in granular pharyngitis. 
The larynx was not affected notably inits entire superficies. 
The vocal cords, however, were considerably congested, 
lacking healthy tonicity during phonation, and separated at 
intervals by a deposit of gray viscid mucus, which else- 
where was also more or less present. This patient informed 
me, as I have stated, that he had been treated systemati- 
cally during many weeks, by means of astringents locally 
applied, but they had not produced appreciable good effects, 
and his cough continued as at the beginning of his ailment. 
Under these circumstances I assumed that his pharyngeal 
and laryngeal congestion was in part due to weakened heart 
power, and that, in order to rid my patient of cough, it was 
essential to give attention to this condition. The indication 
was evidently to stimulate cardiac contractility, and thus do 
away with the secondary stagnation in the vessels of the 
respiratory mucous lining thus occasioned. Thereupon I 
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gave internally a combination of a few well-known heart- 
tonics, such as belladonna, strychnine, and digitalis in very 
small doses, repeated every three or four hours. The good 
effects of this treatment were rapid and remarkable. In two 
days the cough had notably lessened, and the pharynx and 
larynx were of somewhat healthier coloration. In one 
week’s time my patient was cured, in so far as any rational 
symptoms of irritation were concerned. The cough had 
completely disappeared, and with it the other symptoms 
which previously existed. 

The foregoing case shows clearly in what direction we 
should seek for aids to help us ameliorate certain congestive 
throat conditions. At times detergent sprays or the fre- 
quent applications of local astringents of different kinds 
will not help us in any evident degree. The patient will 
continue to cough and have more or less fulness and other 
annoying sensations in the regions of the pharynx and 
larynx. If to the above local means we add the use of one 
or other of the usual soothing, stimulating, or anodyne 
cough mixtures, we may or may not have a somewhat bene- 
ficial result. But in the cases under consideration even 
these will, one or all, remain inactive at times. We may 
then try change of climate, and in this way perhaps attain 
rather better results than one could hope to reach merely 
by employing the drugs of the class just referred to. It is, 
however, to the heart-regulators, the cardiac tonics, that 
we should in reality turn with best hopes of marked im- 
provement or entire relieil. “Ws 1 have already stated, the 
heart may be incompetent in many ways. 

I. Its muscular force may be directly impaired by ad- 
vancing degenerative changes. 

2. Its orifices, or valves, may be the seat of sclerotic al- 
terations which prevent the proper closure of the inter- 
communicating channel between two cardiac cavities just 
at the moment when, normally, it ought to be perfect, and 
thus intra-cardiac tension is increased, which leads directly, 
by damming back of the venous circulation, to those conges- 
tive conditions which are Spree the determining cause of 
cough and expectoration. 
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3. The rhythmic control of cardiac action may be inter- 
fered with by lesions affecting the pneumogastrics, the 
grand sympathetic, the intra-cardiac ganglia themselves. 
Thus, imprudences in eating and drinking, physical strain, 
venereal excesses, study, and late hours, or finally nervous 
disorders, like chorea and Graves’ disease, may be the fous et. 
origo of the throat disorder. From all this proceed certain 
indications of treatment which can be readily appreciated. 
Let your patient thus affected enjoy relative and prolonged 
rest—rest for his central organ of circulation, rest for his 
throat, which has been injured by a fatigue which a prop- 
erly understood pathological physiology shows he cannot 
endure. 

4. Make use of cardiac and even respiratory tonics in 
small doses, frequently, and, if necessary, long time con- 
tinued. Nux vomica, or strychnine combined with bella- 
donna, and digitalis are effective. And to these may be 
added the ammoniacal salts, and especially the carbonate, 
the direct action of which on the nerve centres of respira- 
tion no one can, with our actual knowledge, pretend to 
deny. In certain exceptional instances it has appeared to 
me that the wine of coca has had a good tonic effect upon 
the heart and respiratory mucous membrane. Never, how- 
ever, has it done the work as well as those drugs I have just 
mentioned. | 

5. If the nerves which help to contro] heart action, and 
which, at the same time, distribute themselves to the 
pharynx and larynx, are involved, the healthy balance of 
their influence is restored more effectually when we make 
use of mono-bromide of camphor, of the bromide salts of 
sodium, potassium, and ammonium. In a word, holding 
the key-note of a complicated situation, we must make 
search in our therapeutical armamentarium of such means 
as will most surely reply to the manifest indications. To 
any one who has not had his practice directed in the way 
we have traced, the results obtained by the method advo- 
cated will prove, I am sure, very satisfactory. It will not 
interfere with the adoption of usual methods of treatment, 
if they are found to assist patients in their march toward 
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recovery. It will surely render the course of congestive 
throat disorders in the majority of instances alluded to less 
protracted and more satisfactory. | 

My excuse for directing the attention of the members of 
this Association to the subject-matter of this brief contribu- 
tion lies in the statement that in the classical text-books 
on throat diseases of our day it is almost wholly ignored. 


PHARYNGEAL IKRRITATION.* 


By HARRISON ALLEN, M.D., 


PHILADELPHIA. 


HE study of pharyngeal irritation can not be disasso- 
ciated from that of the mechanism of the pharynx. 
It is not proposed in this paper to analyze the complicated 
codrdinations seen in these different movements, but to con- 
fine attention to the special points which, in the judgment 
of the writer, are in one way or another related to the 
causation of symptoms; and to the methods which have 
proved in his hands useful in the examination and treat- 
ment of the diseases of the pharynx. 

The subject arranges itself conveniently under three 
heads: 

The naso-pharynx. 

The oro-pharynx. 

The laryngo-pharynx. 

In the zaso-pharynx we have no evidence of what takes 
place during pharyngeal movements beyond what is seen 
by inspection through the nose, or in those exceptional 
cases where the structures may be seen through an abnor- 
mal opening. In individuals having capacious nasal cham- 
bers, the elevation of the velum and rapid adduction of the 
curtain-like salpingo-palatal folds can with ease be detected. 

The strength of the elevators of the palate lying within 
these folds can in this way be estimated. In one case, 
which the writer saw, through the courtesy of Dr. J. Solis 
Cohen, the inability on the part of the patient to adduct 
the salpingo-palatal folds was very striking. The case was 


* Read before the American Laryngological Association, session 1882. 
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one of locomotor ataxia, complicated with progressive diffi- 
culty of speech. 

In the act of deglutition any growths that may be pen- 
dent from the roof of the pharynx can be detected upon 
inspection from in front, by the brilliant reflections of light 
on their surfaces changing their positions during the eleva- 
tion of the velum in the act of deglutition. In this way 
hypertrophy of these glandular masses can be diagnosed 
without the use of the rhinoscope. 

The ordinary inspection of the ovro-pharynx when the 
tongue is depressed, reveals the posterior wall of the phar- 
ynx trom about the level of the tubercle of the axis to a 
line answering to the lower border of the tonsil. If the 
parts be at all irritable, the first evidence of resistance to 
pressure on the tongue is the adduction of the palato-pha- 
ryngeal folds, and the elevation of the velum, together with 
the approximation of the posterior edge of the last-named 
structure against the posterior wall of the pharynx and the 
eminence answering to the body of the axis. This posi- 
tion of the parts will remain but fora moment under ob- 
servation, for gagging will at once occur and nothing further 
can be seen. It is sufficient, however, in very many in- 
stances to bring into view an adventitious fold lying to the 
median side of each of the palato-pharyngeal folds, as well 
as some engorged follicles on the posterior wall, at the emi- 
nence on the body of the axis. Even should these con- 
ditions not appear, a state of chronic congestion or hyper- 
trophy of these parts may be seen. 

In the throats of individuals of spare habit, with an in- 
clination to pharyngitis sicca, the posterior pharyngeal wall 
presents in the median line a few inconspicuous follicles, 
which are often covered, even in health, with a delicate, 
cobweb-like layer of mucus. On either side of these, ex- 
tending laterally to the palato-pharyngeal folds, isa smooth, 
pearly mucous membrane marked by a few enlarged veins, 
the whole closely resembling the mucous lining of the alveo- 
lingual groove. It is loosely connected to the osseous 
structures beneath, and from this circumstance the palato- 
pharyngeal fold is enabled to move with ease forward tow- 


330 Flarrison Allen. 


ard the median line. The abundant glairy connective tis- 
sue behind these spaces accounts for the extreme ease with 
which they become infiltrated in inflammatory processes, 
and for the appearances of the adventitious bands or che- 
motic folds already described. 

In many cases of pharyngeal irritation the naso-pharynx 
cannot be inspected by reason of the persistent elevation of 
the velum. The cause of this is, ordinarily, obstruction 
within the nasal chamber, which fact may be demonstrated as 
follows: persons who have capacious throats, tractable, and 
free from discharge, will, after plugging the patulous nasal 
chamber, so elevate the velum as to make inspection of 
the naso-pharynx impossible so long as the plug remains in 
position. In like manner, individuals who are suffering 
with nasal obstruction, have—either as complication or coin- 
cidence—a tendency to contracture of the elevators of the 
soft palate, which will persist as long as the nasal difficulty 
itself remains. It is very evident that no amount of train- 
ing by way of manipulation of the pharyngeal surfaces will 
make the parts tractable so long as the cause therefor re- 
mains unremoved. 

When the palate is absolutely at rest and the mouth 
open, the space between the palato-pharyngeal folds is a 
symmetrical one, and from this state of rest up to the con- 
dition of utmost activity, namely: when the palato-pharyn- 
geal folds are adducted and almost touching, and when the 
elevators of the palate have drawn the velum up to a dome 
shape, an exact symmetry is maintained between all the 
parts. Yet it would be unwise to infer that this condition 
is necessarily a normal one, for perfect symmetry often 
exists with paresis of the muscular structures and their not 
infrequent complications of pharyngitis sicca and atrophic 
catarrh. 

But perhaps in the majority of cases reporting for symp- 
toms referred to the pharynx, the bilateral structures of 
the velum are not symmetrical. Thus, while the parts are 
in a state of rest, one palato-pharyngeal fold may be nearly 
vertical and remain, as it were, in the semi-adducted condi- 
tion, while its fellow of the opposite side will be oblique 
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and held back to the lateral wall of the pharynx. This 
asymmetry may perhaps be best expressed by describing 
the shapes of the intervals between the sides of the uvula 
and the median borders of the palato-pharyngeal folds. 
Instead of their being a pair of isosceles triangles, the bases 
of which are formed by the plane of the dorsum of the 
tongue, the space on one side will have the shape of a right- 
angled triangle, while that of the opposite or normal side 
has the shape of an isosceles triangle. 

The cause of this asymmetry may be traced to two 
opposed conditions, viz.: to contracture, that is, over- 
activity of the palato-glossal muscles of one side, the other 
remaining normal; or, secondly, to the presence of some 
extraneous cause, such, for example, as an engorged tonsil 
pushing the fold inward toward the median line and com- 
pelling it to assume a vertical position. 

In yet another variety of asymmetry paresis exists. 
This may be confined to a single fold, which makes it 
impossible for perfect adduction to be effected. In the 
act of gagging, therefore, while the normal fold appears 
near the median line and assumes a vertical position, the 
fold of the affected side remains in an oblique position, and 
is imperfectly, if at all, adducted. Two cases have come 
under the writer’s notice in which the last-named appear- 
ance was very conspicuous, palsy of the face and the 
pharynx having occurred from the presence of a syphilitic 
tumor within the brain. The last-mentioned is a much 
rarer form of asymmetry than the one mentioned in the 
preceding paragraph. 

In the paresis of the velum, occurring as a sequel to 
diphtheria, both sides of the pharynx appear to be affected. 

In every case seen by the writer all the structures of the 
palate remained in a condition of rest, that is to say, in a 
condition in which the palate is drawn in anatomical works, 
the models for which have been the cadaver. The prrts, it 
is true, are symmetrical, but it is the symmetry of an inef- 
fective mechanism. In cases of diphtheritic paresis, there- 
fore, as well, indeed, as in the throats of individuals who 
are the subjects of atrophic catarrh and pharyngitis sicca, 


$y 
a 


332 Flarrison Allen. 


we have the palato-glossal folds relaxed and drawn to the 
sides of the pharynx, the tonsils partially revealed and fore- 
shortened, and the palato-glossal folds thin, pale, and 
almost analgesic. When the finger is placed upon the 
anterior velal surfaces and pushed downward and backward 
into the pharynx, it does not appreciate the characteristic 
sub-rounded edge of the velum in health, but the continu- 
ity of one structure with another is almost indistinguishable 
by the sense of touch. 

In some persons the asymmetry appears to depend on a 
general want of tonicity in all the structures entering into 
the side of the pharynx. In such cases, while the palato- 
pharyngeal fold of the affected side assumes the perpendic- 
ular position, it 1s evident that it does so not from over- 
activity, but from diminished activity in the part. If with 
this condition there exists an infratonsillar gland, which, 
being carried inward with all the other structures, rests 
against the side of the root of the tongue, persistant irrita- 
tion of this spot, and through it of the entire pharynx, will 
ensue, precisely as though a foreign body of equal size were 
resting there. The writer has succeeded in relteving the 
most persistent irritation by removing this small but offend- 
ing growth; a little operation which necessarily, neverthe- 
less, must be only a part of the treatment, if it be accepted 
that the underlying cause is a want of proper muscular tone 
in the pharynx. 

When pharyngeal irritation is excessive, and yet no cause 
is apparent as long as the parts are studied only in a state 
of rest, the tongue-depressor may be used, with the inten- 
tion not only of depressing the tongue, but of causing the 
act of gagging. It is true that the view obtained is only 
momentary, but it is often exceedingly instructive. Adven- 
titious folds, which are invisible when the palate is at rest, 
now appear to the median edge of the contracted palato- 
pharyngeal folds, at the same time that the tonsils, though 
apparently not serving as a source of irritation when viewed 
by simple oral inspection, are now evidently enough hyper- 
trophied as well as dragged back and adducted, as in the 
completion of the act just described. 
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On the whole, the sources of irritation are more numerous 
in the laryngo-pharynx than elsewhere, as the general sensi- 
bility of the surfaces is of a higher grade. A more careful 
inspection also is often required to detect them. Perhaps 
the most frequent excitant is hypertrophy of the adenoid 
tissue at the root of the tongue, and the writer has in more 
than one instance had good reason to suspect that these 
glands had undergone tubercular degeneration, and by their 
pressure against the epiglottis had excited the ‘“ hacking ” 
so often heard in the first stage of tubercular disease. 


ON THE TREATMENT AND” RECURRENCE ©OF 
PAPILLOMA OP THE LARYNX 


By F. H. HOOPER, M.D., 


BOSTON. 


HE fact that the papilloma is the most frequent mor- 
bid growth found in the larynx has been long 
known. Yet, notwithstanding the many hundred cases 
which have been observed and recorded, and the mass of 
literature which exists upon the subject, our knowledge of 
the etiology and pathology of these neoplasms, how best 
to eradicate them and prevent their reappearance, is still 
far from satisfactory. 

To consider all these questions in detail would be to 
transcend the proper limits of this paper, as well as to re- 
peat theories and arguments already familiar to laryngolo- 
gists. This communication, therefore, will be confined 
chiefly to considering the treatment of these new growths, 
and to determining what influence, if any, the different 
methods of extirpating papillomata have upon their well- 
known tendency to recur. It is hoped that the present 
contribution may call forth an expression of opinion from 
others, and that thereby new and valuable light may be 
thrown upon those questions which are of so much practical 
importance to both our patients and ourselves. 

The history of the following two cases, selected from a 
small series of papillomata of the larynx, which have been 
under observation for a long period of time, will serve to 
illustrate the points under consideration. | 


* Presented as a Candidate’s Thesis to the American Laryngological Associ- 
ation, session 1882, and accepted by the Council. 
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CasE 1.—N. C., female, twenty-eight years of age. First seen 
at the Mass. Gen. Hospital, Oct. 25, 1880. Patient an uncom- 
monly stout, strong, healthy-looking woman. Has of late gained 
rapidly in flesh, having added fifty pounds to her weight in the 
last two years, which amounts now to 183 pounds. Her father 
died of phthisis; with this exception her family history is good. 
She had always been in good health until last March, when an 
attack of bronchitis confined her to her bed for two weeks. 
Her present throat trouble she attributes to the fact that she im- 
prudently went out too soon after recovery, as she began to grow 
hoarse at that time. This hoarseness gradually increased, and for 
a week previous to her first visit to the hospital she had been 
completely aphonic. No pain or dyspnoea. General health ex- 
cellent. 

Examination with the laryngoscope showed a papillomatous 
mass, sessile, whitish in color and tolerably smooth, situated in the 
anterior angle of the vocal cords, and filling up about one third 
of the glottic aperture. The tumor was divided into two portions 
by the pressure of the vocal cords upon it, the larger portion being 
below the cords. The throat having been practised for several 
sittings with an elastic catheter, the growth was removed with Mac- 





Recurrence. 
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kenzie’s forceps. On Nov. 17th the patient was discharged with a 
good voice. A small nodule, however, of the papilloma remained 
under the anterior portion of the right vocal cord. As the patient 
was obliged to come from a long distance to be treated, and as 
the remnant of the growth was so small that it did not interfere 
with the approximation of the cords, it was decided to let it alone, 
in the hope that in time it might possibly shrink up and disap- 
pear. Such, unfortunately, was not the case, for on Oct. 10, 1881, 
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she returned to the hospital, stating that up to within a month she 
had been able to speak in her natural voice, when she again be- 
came hoarse, and was not now able to speak above a whisper. 
The lafyngoscopic mirror showed that the growth had recurred, 
and it now presented a picture almost identical to that of the 
previous one a year ago. Its situation was the same; it had the 
same mulberry appearance, and was of about the same size, 
although the shape was somewhat different, extending, in this 
instance, along the right cord, and apparently growing from 
underneath, rather than from the cord itself. 

It was again removed with Mackenzie’s forceps, and early in 
November treatment was suspended, the patient’s voice having 
been restored to its normal tone. 

CasE 2.—A. W. S., male, twenty-eight years old. No heredi- 
tary tendency to any constitutional disease. With the exception 
of an attack of diphtheria fifteen years ago, the patient has always 
been in perfect health. Increasing hoarseness of a year’s dura- 
tion induced him to apply at the Mass. General Hospital for 
advice, where he was first seen Dec. 2, 1880. 

Laryngoscopic examination revealed a mulberry growth, pink- 
ish in color, occupying the whole of the right cord, with the ex- 
ception of a small portion posteriorly, and extending into the 
right ventricle. The edge of the left cord, about the middle, was 
also the seat of small excrescences similar in character to the 
growth on the opposite cord. 

The pendency of the patient’s epiglottis and the unusual length 
of his larynx considerably increased the difficulties of removing 
the papilloma. 

SchrGtter’s tube forceps, bent and elongated in a manner 
adapted to the case, was the only instrument available of sufficient 
length to reach the vocal cords. 

It is now (March, 1882) nearly sixteen months since this pa- 
tient was first seen, and with the exception of occasional inter- 
missions of from two to six weeks, he has been constantly under 
treatment. The rapidity with which this papilloma recurred was 
most extraordinary. It was no sooner removed from the vocal 
cords than it reappeared, even before the voice had had time to 
gain in quality. The tendency of the neoplasm to grow and 
spread was so great that the ventricular bands and ary-epiglottic 
folds speedily became involved. For, although portions of the 
papilloma were picked off almost every day, a new and active 
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crop rapidly replaced that which was taken away. The following 
drawings, made by Dr. Quincy, faithfully represent the appear- 
ances in the larynx when the patient was first seen, Dec., 1880, 
and also the condition of things May 31, 1881. 








Respiration. Phonation. 
A. W. S., May 31, 1881. A. W. S., May 31, 1881. 


The increase in the size of the tumor is strikingly shown by 
comparing these drawings with the one of the patient’s larynx 
made at his first visit six months previously. 

Insufflations of savin and alum, and cauterizations with nitrate 
of silver in substance were successively tried, but only to be 
abandoned, as their uselessness was soon apparent. So far from 
producing any shrinkage of the growth they appeared to act, like 
the presence of the forceps in the larynx, as an excitant, and to 
stimulate and add fresh vigor to the already too rapidly growing 
papilloma. 

In October (1881) the patient again reported at the hospital 
after having taken a vacation of six weeks. Large papillomatous 
masses still occupied the ary-epiglottic folds and other portions 
of the larynx, but there had been no marked increase in their size 
since the last visit. Early in November, after repeated operations 
by both Dr. Knight and myself, treatment was suspended, and 
the patient charged to return in two months. At the expiration 
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of this time (Jan. 20, 1882), it was evident, on examining the 
throat, that the papilloma had at last become arrested. The 
portions of the tumor which were left on the vocal cords and ven- 
tricular bands had remained in a quiescent state, and there were 
no signs of recurrence on the other parts of the larynx from 
which the growth had been removed. At the present time 
(March 31st) the treatment is practically at an end. The pa- 
tient’s voice is now quite good, and will, undoubtedly, improve 
rapidly. In addition to using the forceps for the evulsion of the 
growth, the larynx has, of late, been several times thoroughly 
wiped with the dry sponge. The anterior portion of the left ven- 
tricular band is still somewhat swollen, and minute masses of the 
papilloma remain on the posterior part of the cords, about the 
region of the vocal processes; otherwise the larynx is healthy 
and in a very satisfactory condition, as may be judged by the fol- 
lowing drawing. 





A. W. S., March 31, 1882. 


Specimens of the tumors of both of these patients were 
examined microscopically, and proved to be identical in 
their minute structure, and true papillomata. Similar as 
these pathological products were histologically, their clini- 
cal history, as has been shown, was wholly different. In one 
case the recurrence was very slow, and at the seat of the 
primary growth; while in the other it was most rapid, mul- 
tiple, and on parts of the larynx previously healthy. Now, 
if a different line of treatment had been pursued, would the 
results have been altered or modified? 

Before endeavoring to speculate in regard to what effect 
the treatment of papillomata, either by caustics or evulsion, 
would have upon the chances of a recurrence, it is well to 
bear in minda statement of Lennox Brown’s, that “in many 
cases these benign growths would never assume a serious 
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aspect if left to themselves. Further, there is no reason to 
doubt, that while many of these new formations remain 
thus stagnant, a large proportion would, if untreated, fre- 
quently disappear spontaneously, being subject, as they are, 
to slow atrophy and absorption.” Although admitting that 
a time may come in the life of any papilloma when its ac- 
tivity ceases and absorption takes place, we have, unhap- 
pily, no means of determining when this fortunate mo- 
ment will arrive. Possibly not before the larynx has be- 
come occluded, necessitating tracheotomy, or else leading 
to the fatal results familiar to us in so many cases in the 
ante-laryngoscopic days, and handed down to us in Ehr- 
mann’s classical monograph. 

The ordinary warts which occur on different parts of the 
body are, as we know, analogous to these papillary growths 
in the larynx, and the fact of their being often so rebellious 
to treatment for a long time, but finally shrinking up and 
disappearing, is suggestive. Is it not, therefore, important, 
before attempting to eradicate these benign tumors, to re- 
member that their natural tendency is sooner or later to 
disappear? But this does not mean that they are to be 
“left to themselves.” It means simply that the great rule 
in surgery, ‘not to do harm,” applies with double force to 
operations about such a delicate and important organ as the 
larynx. It means that in view of the benignity and eventual 
atrophy and absorption of these new growths, the best 
. method by which they can be extirpated is that which of- 
fers the least violence, and runs the least danger of inflict- 
ing injury, to the vocal organs. It would certainly be an 
unnecessary task to consider here all of the various chemi- . 
cal or mechanical procedures for the removal of laryngeal 
neoplasms. Mention will be made, therefore, of only those 
applicable to the cases reported. As spasm of the larynx 
is one of the greatest obstacles to successful and safe intra- 
laryngeal operations, it is highly important that this should 
be overcome, as far as possible, by repeatedly sounding the 
larynx with an elastic catheter or some other appropriate 
instrument, before any attempt at removal is made. For, 
until the larynx has become tolerant of the instrument, so 
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that it can be watched and guided to the desired spot, with- 
out gagging or spasm on the part of the patient, we can- 
not feel secure against damaging the healthy parts. Until 
the important subject of local anesthesia, as yet in its in- 
fancy, is more perfected, this preliminary catheterization 
should be employed. Itis true that this precaution requires 
time and patience, but if it were adopted it is possible that 
perichondritis and permanent injury to the organ, from too 
much precipitation, might be oftener avoided; it would 
probably, however, deprive us of the brilliant results of cer- 
tain operators who successfully remove papillomas at the 
patient’s first visit, and in a single sitting. 

In both cases 1 and 2 evulsion was not effected until the 
larynx had been practised for many days. 

Exactly what form of forceps is the best depends more 
upon the habit and custom of the operator than upon any 
particular merit in the different instruments. Mackenzie’s 
rectangular, and SchrGtter’s tube forceps appear to be more 
serviceable in the majority of cases than Fauvel’s compara- 
tively clumsy instrument, or any of the guillotines or snares 
which go to make up the armamentarium of the laryngolo- 
gist. 

Bearing in mind the almost constant recurrence of papil- 
lomas—for their recurrence is probably much more frequent 
than the bare numerical statements which we have at hand 
would lead us to suppose, owing to the fact that many cases 
have been reported before sufficient time had been allowed 
for a regrowth to take place—what is the proper treatment 
to apply to the part from which the neoplasm has been 
torn? 

It is upon this point that further careful observation and 
experiment are much needed, for the statements in regard 
to the benefit to be derived from the use of the several 
caustics are so contradictory that it is useless to endeavor 
to draw any conclusions as to the efficacy of their action 
in the after-treatment of these new formations. The long 
list of caustics: nitrate of siver, sulphate of zinc, sulphate 
of copper, chromic acid, acetic acid, the various prepara- 
tions of iron, caustic potash, acid nitrate of mercury, Lon- 
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don and Vienna pastes, and the galvano-cautery have all 
been used in turn, and subsequently extolled or rejected by 
different authorities according to the more or less favorable 
results obtained, which, there is not much doubt, depended 
upon circumstances quite foreign to any inherent virtue in 
the caustic applied. In Case 1, the regrowth was indisputa- 
bly due to incomplete eradication. But as the nodule 
which was left under the right vocal cord was so small that 
it could not be grasped with the forceps, and as it did not 
in the least degree interfere with phonation, it was decided 
to leave it to nature rather than to experiment with the un- 
certain and oftentimes dangerous action of the caustics. 
And was it not wiser to allow it to grow again if it would, 
and again remove it by a harmless operation, than to expect 
any good to come from a cauterization with that fashionable 
but disappointing nitrate of silver; or, with still more zeal, 
to run the risk of causing the patient’s death by employing 
a more powerful caustic, like the acid nitrate of mercury? 
Even the galvano-cautery, when applied vigorously to the 
parts, as in some of the cases of thyrotomy reported by 
Paul Bruns, has failed to insure an immunity from recur- 
rence, and in these instances the papillomas had been pre- 
viously removed as thoroughly as possible by the knife, 
scissors, or forceps. 

In Case 2, the caustics seemed:to stimulate rather than 
subdue the growths, and the treatment, it is evident, was 
not of the slightest avail in producing any curative effect. 
For the tumor, as we have seen, continued to multiply for 
months, until, in obedience to some law of which we are 
ignorant, it finally stopped and began to undergo absorp- 
tion. 

The interval which elapses between the removal and the 
recurrence of papillomata varies considerably. The vascu- 
larity of the growth is perhaps the most important factor in 
determining the rapidity of its reappearance. But the con- 
sistence, the position, and the extent of attachment of the 
tumor, and the constitution of the patient all play promi- 
nent parts. 

The closer we examine into the natural course of these 
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papillomatous growths in the larynx, the stronger the an- 
alogy seems to, be to the cutaneous warts already referred 
to. Their obstinate resistance to treatment, their recur- 
rence, their spontaneous disappearance, and their micro- 
scopic structure all tend tostamp them as similar pathologi- 
cal productions. 

If it can be admitted that the surgeon has no power to 
cure or even arrest these new formations, and if it be true 
that a time will come when the constitutional “something” 
which is essential to their development will become ex- 
hausted, is it not more rational, in attempting to treat them, 
to follow Nature rather than to try to guide her? 

It would be difficult, if not impossible, to lay down rules 
applicable to all cases. Each case must be seen, and its 
especial treatment guided more by the operator’s own 
common-sense and good judgment than by any stereotyped 
rules. 

In laryngeal, as in general surgery, we often find that the 
method of procedure is more frequently due to some indi- 
vidual peculiarity of the surgeon—either to his boldness or 
to his conservatism—than to an impartial consideration of 
what is for the ultimate good of the patient. The peculiar 
nature of these benign papillary growths, and the delicacy 
of the laryngeal structures demand that when surgical in- 
terference is necessary, as it invariably is when the tumor, 
from its size or location, renders the patient aphonic, it 
should be conducted with the greatest prudence and pa- 
tience. Haste in such intralaryngeal operations can be 
productive of nothing but harm. The action of the superior 
laryngeal nerve must be suppressed as much as possible 
before any operative procedure is attempted. This, to be 
done surely, must be done slowly. Will it be disputed that 
in instances like Case 2, when the neoplasm is so prone to 
recur and to spread to all parts of the larynx, it ought to be 
carefully watched, and from time to time picked off, in or- 
der to prevent any obstacle to respiration, rather than to 
follow the extraordinary advice of Lewin and leave such 
cases alone until suffocation becomes imminent, and then 
perform tracheotomy ? 
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Evulsion by the forceps seems to be the best method of 
getting rid of these new growths. For the evidence in re- 
gard to the action of the caustics is so faulty that we can- 
not form a just estimate of their value. Moreover, we are 
aware of the fatal consequences of their introduction into 
the larynx, and it is a question whether they ought to be 
employed at all. In the light of my personal experience, 
which is limited to but six cases of papilloma of the larynx, 
I venture to summarize my conclusions as follows: 

1. Toreduce the danger of injuring the laryngeal struct- 
ures to a minimum, the larynx should be drilled until it ad- 
mits the forceps without spasm. 

2. Caustics, applied to the tissues after the tumor has 
been removed, have no power to prevent or even lessen the 
tendency to a recurrence. 

3. Wait until the growth of the papilloma has of itself 
become arrested before attempting complete eradication. 
Meanwhile carefully remove such portions as interfere with 
phonation or respiration. 

Nothing bewilders the young worker in medicine so much 
as the different opinions he encounters, and the varied re- 
sults which are claimed by different men of equal ability, 
from the same treatment of the same disease; and nothing 
disappoints him more than when he tries to achieve similar 
results. This is the case in a marked degree in the treat- 
ment of the disease which is the subject of this paper. But 
if the present contribution accomplishes its purpose, and 
succeeds in eliciting information from many of the members 
of the Society whose opportunities of observation have 
been so unusual, we may confidently expect that important 
knowledge will be gained as to the best manner of dealing 
with recurrent papilloma of the larynx. 


THE LARYNX-FORK, FOR REMOVING LARYN- 
GEAL NEOPLASMS. 


By Pror. .R.. VOLTOLINI, 
BRESLAU. 


[Communicated in German. | 


HE reason why the many covered knives for operating 
on laryngeal neoplasms are “covered,” is to prevent 
injury during the introduction and withdrawal of the instru- 
ment. Such injury may easily be done when the patient, 
either before or after the actual operation, moves the parts 
while the knife is in his throat. ‘The covering devices were 
invented to enable the operator to unsheath the knife only 
when touching the neoplasm. The same idea led to the 
construction of a guillotine, which, I may incidentally state, 
was not invented by Mr. Stoerk, of Vienna, as is asserted in 
many quarters, but which I devised, and at the meeting of 
Naturalists in Carlsbad in 1862, already, demonstrated, and 
which in 1866 Ttirck (Krankheiten des Kehlkopfes, p. 573) 
described as follows: “6. The Guillotine. Voltolini has 
devised an instrument similar to Fahnenstock’s guillotine 
for extirpating the tonsils.” Covered knives and guillo- 
tines have the disadvantage that they must be pretty thick, 
certainly more so than simple larynx-knives, thus increasing 
by their size the difficulties of ‘the operation in difficult 
cases, and that they cannot be bent at a moment’s notice, 
for then the knife could not be moved in its sheath, or, in 
the case of the guillotine, the one blade could no longer 
easily pass the other. 


344 


The Larynx-Fork, for Removing Laryngeal Neoplasm. 345 


Now, on the one hand, to quiet those of my colleagues 
who imagine that I operate only with galvano-cautery ap- 
paratus and recently with the sponge; on the other, because 
I consider the instrument a very efficient one, I have de- 
termined at last to describe in detail my larynx-fork. In- 
deed, in the beginning of my laryngoscopical practice, 
operating with the knife, I incurred the evils mentioned, 
viz.: I caused incidental injury and unnecessary bleeding, 
and devised the guillotine and afterward the fork. The 
latter is referred to in the first edition of my work, “ Dze 
Anwendung der Galvano-Kausttk 1m Innern des Kehlkopfes,” 
etc,, Wien, 1667, p. 452 “The larynx-tork, an instrument 
sharp only within, combining, as it were, knife and forceps, 
I have had constructed years ago, and does most excellent 
service.” No other account of the instrument has been pub- 
lished, nor has it ever been figured; I make it more widely 
known now because it recently succeeded in a very difficult 
case in which other instruments had failed. This was a 
case of cyst on the free border of the left vocal band ina 
singer, referred to me by Dr. Prinz, of Dresden. 





In the figure, A represents the instrument in natural size, 
B, magnified, the better to show its construction; C, a sec- 
tion of B though a-b. The fork is drawn broken off; it is, 
of course, of the same length as every larynx-knife. 
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The instrument is externally rounded off; it can therefore 
be boldly put into the pharynx and larynx without fear of 
producing injury during the introduction or withdrawal, 
whether the patient heaves, swallows, moves, etc., every 
experienced operator being able easily to avoid incidental 
injury with the points of the fork. A lancet-shaped knife 
acts as a sharp wedge, z. ¢., the point first pierces the tissue, 
and the two sharp edges enlarge the wound; my fork acts 
similarly, only in reversed order; it therefore separates the 
soft parts to the same extent as a lancet-shaped knife of the 
same breadth, the only difference between the two instru- 
ments being that in the knife the point is downward, while 
in the fork the point of the two cutting halves is upward. 
Fig. B shows that the inner two free borders represent cut- 
ting knives which, above, end in a circular cutting edge. 
The object of the circular space is that the soft tissues (pen- 
dant or cauliflower papilloma, etc.), after the knives have 
pierced them, may remain fixed in the hole and eventually 
be torn away. In this manner the fork combines guillotine, 
knife, forceps, and cutting-loop in one instrument. Besides, 
it offers the advantages that z¢ zs very slender and thin, like a 
larynxz-probe ; that like this 1t can in a moment be bent at will 
—for only its extremity (points and knife) is made of hard- 
ened steel, the rest of flexible material,—and that except at 
the point wt ts externally blunt and smooth. The instrument- 
maker, Brade, Hummerei 31, Breslau, manufactures it ac- 
cording to my directions. 

As a matter of course I possess two forks, viz., one in 
which the two prongs are (asin the figure) behind each 
other, and one in which they are side by side. I use them 
according to the seat of the neoplasm in the larynx: the 
first, when it is attached laterally, the second, when seated 
either at the back or front. 

Since commencing to write this account, I have had an- 
other case in which the fork has been of signal service. Dr. 
Franz sent mea weaver, 27 years old,ynamed Berke, of Langen- 
bielan, in the Silesian mountains. This patient was nearly suf- 
focating on account of a polyp, as large as a German plum, 
nearly completely filling the whole larynx, which, however, 
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in spite of its enormous size, the mirror had not revealed to 
another physician, because the epiglottis almost touched 
the posterior wall of the pharynx. On this account, every 
intra-oral operative procedure was excessively difficult. In 
such a case of urgent dyspnoea, even tracheotomy is danger- 
ous, as I had experienced but shortly before in a similar case, 
in which the necessity of hasty operation had allowed blood 
to run down the trachea, and the patient’s pulse and breath- 
ing had stopped, so that the four physicians present suc- 
ceeded only with extremest difficulty in reviving the patient. 
I hesitated to tracheotomize Berke, and tried intralaryngeal 
operation. With the greatest caution I used the galvano- 
cauter, the only instrument which seemed to me to be per- 
missible in acase of so much stenosis and dyspnoea, in 
which the bleeding caused by every other instrument must 
have taken away the last remnant of air-passage. In spite 
of extremest caution, the unavoidable irritation connected 
with the operation caused so much suffocation that the pa- 
tient had to remain sitting upright in a chair during a night 
and a day. But the consequent suppuration diminished the 
polyp to such an extent that the danger of asphyxia passed 
away, and I could proceed more boldly. The epiglottis be- 
came gradually more raised and allowed a better view of 
the interior of the larynx. The large polyp was seen to con- 
sist of two portions: one above the vocal bands, almost com- 
pletely filling the laryngeal space; the other, at least as large 
as a hazel-nut, under the vocal bands, projecting into the 
trachea. Galvano-cautery achieved most brilliant triumphs. 
I succeeded in destroying more and more of the two project- 
ing portions, and the succeeding suppuration further dimin- 
ished the polyp. At length the lower tumor had become 
so small that it moved up and down during respiration, and 
caused, as it passed the vocal bands, a flapping noise which 
bystanders could hear. As I considered it of consequence 
not to let this lower portion of polyp, perchance in the 
night, fall into the trachea, as it might have done under the 
continued use of galvano-cautery, I had a strong desire to 
remove from the larynx the whole tumor at once. The 
pendent position of the epiglottis, and the inaccessibility of 
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the larynx made it impossible to grasp it with a forceps. 
Then the fork came into play,—a fork with the prongs be- 
hind each other, as represented in the figure. I introduced 
this delicate instrument between and below the vocal bands, 
transfixed the flapping piece, and withdrew fork and tumor 
zu toto. It required some force to free with the fingers from 
the instrument the morbid mass which was wedged tightly 
into the opening, and which measured 1% centim. in length, 
and 34 centim. in breadth. 


CLINICAL NOTES: 


CASE OF UNILATERAL ACUTE INFLAMMATION OF THE 
CRICO-ARYTENOID JOINT. 


By LOUIS ELSBERG, M.D. 


Moje L., et. 33 y., consulted me Aug, 14, 1882.. Of healthy 
parentage, he had never been seriously sick, but had from time 
to time suffered, until of late years, with rheumatic pains, first 
contracted while much exposed during inclemencies of weather 
during the war of 1861-65. He has been free from rheumatism 
for 4 or 5 years. Never had venereal disease, except a slight gon- 
orrhcea 20 years ago ; went to the White Mountains a couple of 
weeks ago perfectly well ; caught cold, left side of his throat low 
down became painful, and voice hoarse. These two symptoms 
have steadily increased. When I saw him he talked only in a 
labial whisper. The laryngoscope showed much tumefaction over 
the left crico-arytenoid joint and lower part of left arytenoid 
cartilage, much redness, also immobility of the corresponding 
vocal band in the cadaveric position. On the right side nothing 
abnormal was noticed. On my attempting to touch the part af- 
fected with a probe, the patient complained of great pain. I 
found that he could move both bands, but held them fixed, es- 
pecially the left in the position named, to avoid the pain which 
the least motion caused ; he could speak audibly in a hoarse voice. 
I injected a spray of the saturated solution of iodoform in ether 
upon the part affected, and as he had taken some cathartic pills 
the day before, and had had excessive diarrheic discharges, I or- 
dered him 12 grains of Dover’s powder and immediate rest in bed. 
He slept for five hours (from 2 to 7 p.m.). His bowels then 
moved. Soon after I made another application of the iodoform 
spray. 
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He passed an excellent night. The next morning the pain was 
less, but on trying his voice, real aphonia was more marked than 
the day before. I now accurately touched the red and swollen 
left side of his larynx posteriorly, with the solution of iodoform, 
by means of a wad of cotton held in my sponge-carrier. From 
this time on all symptoms rapidly improved. I could watch the 
diminution of the inflammation under the mirror. Gradually the 
parts became normal in appearance and in movement, and the 
voice recovered clearness and strength. By August 19, all ab- 
normal symptoms had disappeared. 





CASE OF TOOTH AND PLATE IN THE TRACHEA FOR 113 DAYS. 


By GEO. W. MAJOR., M.D., 


MONTREAL, CANADA. 


In Oct., 1881, Mrs. A. was referred to me by my friend, Dr. 
Fenwick, for a laryngoscopic examination and report. She in- 
formed me that on the roth of July she had retired to rest in her 
usual health, but during the night had been awakened by cough- 
ing and a feeling of choking. She discovered that an artificial in- 
cisor tooth fixed on a plate of gold was not in its place, and after 
carefully searching the bed and surroundings, decided that it 
must be the cause of her discomfort. She had not been in the 
habit of removing the tooth on going to rest, and has worn it for 
about twenty years. The morning following she again instituted 
a search of her bedchamber without finding the missing object. 
She went to church and sang through the morning service with- 
out any distress, and felt in good voice. She suffered no acute 
pain, but could not get rid of a peculiar feeling in her throat, and 
occasional difficulty in breathing. After a few days, coughing 
and severer paroxysms of dyspnoea would come on at intervals, 
increasing in intensity and becoming more frequent. She found 
that the only position in which she could rest was semi-recumbent 
on the right hip and side ; changing to the back, but more es- 
pecially to the opposite side, would excite violent suffocative at- 
tacks, which would last for several minutes and necessitate her 
walking about during the greater part of the night. She had ap- 
plied to her family physician, and though bougies had been passed 
into the cesophagus, inversion practised, and a laryngological ex- 
amination attempted, the presence of the foreign body could not 
be made out. At her first visit she declined any instrumental ex- 
amination, as her sufferings when previously subjected to such 
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had been so great that her family insisted upon her not having 
any further attempts of that sort made unless they were present. 
I appointed a day, and she came with her daughter, a grown-up 
young lady. I assured her of the certainty of the discovery of 
any body present in the air-passages above the bifurcation, and 
on introducing the mirror, saw, at the first attempt, the tooth very 
plainly ; my success was further corroborated by Miss A., who 
without any difficulty recognized it. The tooth was uppermost ; 
the concavity of the plate was directed forward ; the posterior 
margin of the plate rested on the bifurcation. The view of the bi- 
furcation was obscured by the tooth—a dark shadow only show- 
ing the presence of the plate—(the posterior wall of the trachea 
cannot, of course, be illuminated by a mirror throwing the light 
on the anterior half). The left bronchus, dipping at a more ob- 
lique angle than the right, allowed of a more free entry of the 
plate—hence the paroxysms when lying on the left side. I re- 
ported to Dr. F.\the result. 

Dr. Hingston operated on Nov. rst, Dr. Fenwick, Dr. Perry, 
and myself assisting. Dr. H. first explored the larynx above with 
his forceps, as though to assure himself of the correctness of my 
diagnosis. A high tracheotomy was done,—the body seized and 
removed without difficulty. The plate showed some slight ad- 
herent mucus, but it was not discolored—an important fact, and 
one that leads me to suggest the use of gold instead of silver 
for tracheal appliances, ‘The tooth was free from any secretions. 
The wound healed readily in three weeks. A day or two ago 
(Aug. 28, 1882), Mrs. A. wrote me she was doing well. Mrs. A.’s 
condition on seeing me was lamentable: a previously full-bodied, 
well-nourished, and active woman, she was reduced to skin and 
bone, with at least 60 pounds’ loss of weight. The foreign body 
is accurately represented as to size and shape in the accompanying 
wood-cut. It was zz situ, as described, for 113 days. Dulness 





over left middle lobe was found, showing localized pneumonia of 
a few weeks’ duration. The facility with which the demonstration 
was effected was gratifying, as also the certainty of relief to be 
afforded the patient. 
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RETENTION OF A LARGE CHICKEN BONE IN THE LARYNX 
FOR 23 DAYS. 


By KENDAL FRANKS, M.D., F.R.C.S.L., 


DUBLIN. 


Several cases have recently been reported of foreign bodies re- 
maining a considerable time impacted in the larynx without giv- 
ing rise to symptoms of extreme urgency. One of these cases, 
reported by Chiari,’ presents some features analogous to some 
which I observed in a case which came under my notice in March 
of the same year, and the unusual nature of which induces me to 
record them. In Chiari’s case, the patient, whilst eating, felt a 
sharp pain in the region of the neck, with suffocation and com- 
plete aphonia. Later on, the voice returned without hoarseness. 
A doctor, without making a laryngoscopic examination, gave him 
an emetic. The night passed well, but in the morning the hoarse- 
ness reappeared. Another emetic was administered. The fol- 
lowing day another doctor recognized with the laryngoscope a 
foreign body in the larynx, and made fruitless attempts to remove 
it. The patient then went to Prof. Schroetter’s clinique. Deglu- 
tition was easy and painless, the voice aphonic. The larynx was 
not painful to pressure applied externally ; the patient felt keenly 
a foreign body sticking in his neck. Laryngoscopic examination 
was very easy, and showed in the rima glottidis, between the vocal 
cords, a piece of white bone, irregular in shape, dentated, about 
3 cm. long by 1.5 cm. broad, impacted at one end beneath the 
epiglottis, which was swollen andred. The bone could be touched 
with a probe, and its extraction seemed easy of accomplishment. 
The operation was delayed, as it was decided to perform laryn- 
gotomy. Cold applications were made to the neck, small pieces 
of ice were slowly swallowed, cold and liquid nourishment were 
taken greedily. The same evening, at 7:30 P.M., whilst eating 
some iced fruit, a sudden fit of coughing seized the patient, and 
the fragment of bone was ejected without pain and without hem- 
orrhage. The bone was much larger than was supposed, and very 
pointed. The bone had been impacted in the larynx for three 
days. 

The following case came under my observation on March 10, 
1880. A man, aged 43, who had formerly been in Brazil for 20 
years, but had lived near Dublin for the last three years, was 
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sitting at dinner with his family on the 17th of February, and was 
taking some very hot soup, when a bone was sucked down his 
throat, and he felt it sticking in the region of the larynx. Feel- 
ing greatly alarmed, he rushed up-stairs for his tooth-brush, the 
handle of which he pushed down his throat in the hope of remov- 
ing the bone. As this proceeding failed he sent for a doctor, 
who at once passed a horse-hair probang into the cesophagus, but 
without the desired effect. At the patient’s request this was re- 
peated eight times, but it only seemed to “fix the bone tighter.” 
The doctor then advised him to consult a laryngoscopist at once, 
but the patient declined, as he felt too exhausted. That night he 
suffered greatly from repeated attacks of dyspnoea, which he 
thought would kill him. However, next day he was better. For 
five days he only managed to swallow about half a pint of milk 
per day. To these he added afterward some beef essence and 
eggs. His sleep was greatly disturbed, and he frequently awoke 
in terror. On the 8th day, as he was no worse, the doctor who 
attended him, but who had not examined him laryngoscopically, 
tried to reassure him by telling him that the bone must have gone, 
and advised him to have his throat examined in corroboration of 
the fact. This he refused to do, saying: “ Why should I go to 
any one to convince me of that, when I know it is there.’ From 
the 8th to the r9th day he suffered from dysphagia, but had no 
return of dyspnoea. On the 2oth day he had one attack of spasm, 
and on the 21st day two. On the 22d day he was greatly alarmed 
by a sudden gush of hemorrhage, and the next morning, accord- 
ingly, he came to the Adelaide Hospital to consult me. He was 
a strongly built man, but seemed greatly exhausted and unstrung, 
quite ready to undergo any thing which would give him relief. 
Externally there was a good deal of tenderness over the left side 
of the thyroid cartilage, but very little swelling. A laryngoscopic 
examination was at once made, but owing to the irritable condi- 
tion of the fauces, it was a matter of considerable difficulty. The 
whole larynx appeared greatly hyperemic, the right arytenoid 
mucous membrane and the right ventricular band being a good 
deal swollen. The right vocal cord was slightly reddened, but 
moved freely. On the left side, a white bone was seen sticking 
anteriorly into the thyroid cartilage about 4th of an inch to the 
left of the middle line. The other end seemed impacted in the 
mucotis membrane, below the left cartilage of Santorini. 

The accompanying wood-cut shows the appearance of the bone 
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and the position it occupied in the larynx. The left arytenoid 
cartilage seemed pushed backward by the length of the bone,-so 
that it formed a strong contrast to the arytenoid on the right side, 
with the swollen mucous membrane over it bulging forward. The 
mucous membrane all round the bone seemed inflamed and cede- 
matous. The left cord was quite obscured by the bone, nor did 








attempted articulation bring it into view. From its appearance, I 
thought it was a splinter from one of the bones of the leg. Hav- 
ing satisfied myself as to its position, I made an attempt to catch 
the bone with Mackenzie’s forceps. I succeeded at once in grasp- 
ing it; but I found it impossible to disengage it, it was so firmly 
wedged in. The irritability of the fauces prevented me from even 
getting another view of the parts. In the afternoon of the same 
day I again made several attempts, but they all proved abortive, 
and I accordingly advised laryngotomy. The patient consented, 
but wished to have it postponed till the following morning. He 
said he felt the bone move the time it was grasped. I ordered 
him inhalations containing a drachm of compound tincture of 
benzoin and two mimims of chloroform each, to be used fre- 
quently, especially should any attacks of dyspnoea supervene. 
During the night he had several spasmodic attacks, and slept but 
little. Before proceeding to operate, several attempts to reach 
the bone per vias naturales proved as abortive as the former ones, 
and accordingly, at his own urgent request, chloroform was ad- 
ministered. At first he took it quietly. Then he became very 
violent and struggled. A spasm of the larynx seemed to come 
on; he got very livid, and struggled to get a breath. Vomiting 
came to his relief, and at the first retch he ejected the bone with 
sufficient force to throw it to the end of the table on which he lay. 
He was at once removed to bed, and rapidly recovered, a slight 
attack of laryngitis keeping him in hospital for a few days. 
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The bone was much larger than I had imagined, and larger 
than any similar object which I have been able to find recorded 
as having been impacted in the larynx without causing death. It 
was a flat, triangular piece of bone, evidently belonging to the 
breast of a chicken. It measured 13 of an inch X 14” X 14%’. 
The base of the triangle, measuring 17g inch, was the side im- 
pacted between the thyroid cartilage in front and the arytenoid 
behind ; the apex hung down between the vocal cords, completely 
hiding the left one from view. 

The means by which it was expelled were, I believe, the follow- 
ing: The time it was seized with the laryngeal forceps apparent- 
ly loosened it in its position. During the administration of the 
chloroform all muscular spasm relaxed, and the bone was sud- 
denly freed. The sudden alteration of the position of the bone 
in the larynx brought on urgent dyspnoea, and the subsequent 
vomiting finally assisted in its dislodgement. The lesson which 
this seems to teach is this, that when a foreign body becomes im- 
pacted in the larynx, the administration of chloroform may prove 
of great use in relaxing spasm, and perhaps in liberating the 
foreign body, before external methods of removing it are tried, 
and when attempts by endolaryngeal methods have failed. 

The case is also remarkable in the length of time during which 
the larynx tolerated a foreign body of such a size and occupying 
sO precarious a position. The bone had remained fixed in the 
larynx, hanging down between the vocal cords, for 22 days, being 
ejected only on the 23d. 

In the case I have detailed I consider this unusual length of 
time was a most fortunate circumstance for the individual, but it 
affords us no guarantee that in a similar case we should be au- 
thorized in postponing operative measures in the hope that the 
larynx would be equally tolerant and that the issue would be as 
satisfactory. 





THREE CASES OF NASAL ALIMENTATION. 


By D. N. RANKIN, A.M., M.D., 


ALLEGHENY CITY, PENN. 


Case 1.—John McC., ext. 28 years, of an anemic appearance, 
had on Friday, September 19, 1879, a molar tooth of lower jaw 
extracted by a dentist; bleeding from the socket continued 
through Friday night, and all day Saturday. On Saturday even- 
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ing I was sent for to stop it. Upon examination I found the 
blood oozing quite copiously from numerous points. I learned 
from some of his friends that the man was of a hemorrhagic di- 
athesis; they informed me that he had almost bled to death under 
similar circumstances, on two previous occasions, I applied the 
usual styptics, with no benefit whatever ; then the actual cautery 
was applied with no better result. I then concluded to pack the 
cavity with lint, saturated with sol. persulphate of iron (Monsel’s), 
with beeswax over it, and a cork compress over all; the lower 
jaw was firmly bound to the upper one, by a bandage over the top 
of the head and under the chin. ‘This plan succeeded in check- 
ing the hemorrhage, but to make it successful the appliance was 
retained for several days. Now came the most trying part of the 
treatment : how was this man to be nourished ? The idea at once 
presented itself to my mind to introduce nutritious fluids through 
the nares. I secured a sol. citrate of magnesia bottle, had the 
bottom filed off ; put a small glass tube through the cork (which 
had previously been placed in the mouth of the bottle) ; to this a 
sufficiently small-sized gum tube, to pass through the nares easily 
was attached ; after oiling the tube I introduced it into one of | 
the nares, past the pharynx, into the cesophagus; it worked ad- 
mirably. At the first operation, one half pint of milk and one half 
pint of beef tea were introduced ; this procedure was continued 
three times a day, for four days, until Wednesday, September 
24th, when the cork and wax were removed, and no further 
hemorrhage occurred. 

Case 2.—Tillie R., et. 24 years, was admitted into the West- 
ern Penitentiary of Pennsylvania, in June, 1873, for a term of 
three years.’ At the time of her admission, she was six months 
advanced in pregnancy. At her expected time, she was delivered 
of a son; every thing progressed favorably ; for eighteen months 
she was fed on the best food the prison could afford, in order 
that she might supply nourishment of good quality and suff- 
cient quantity for the child; when the babe was eighteen 
months old, I deemed it proper to wean it, and from this time 
she was ordered to eat the regular prison food. From that day 
the interesting part of this case commenced; she positively de- 
clared that unless she was supplied with the same kind of food 
she had been having since her child was born, she would take 
none, and said she would starve herself to death; this, I told 
her, she could not do; she defied me; a quart of beef tea 
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was soon in readiness, and with the aid of four stout men, and 
with considerable difficulty, the quart of beef tea was in- 
troduced into her stomach by means of a stomach-pump ;_ her 
persistency in still trying to starve herself was so great, that I con- 
cluded to try some more easy, at the same time equally effica- 
cious, means of introducing nutritious fluids into her stomach ; 
a gum tube two and a half feet long, and } inch in diameter, was 
secured, and a small tin funnel fitted to the one end of the tube. 
Every thing being in readiness, she was again held by four men ; 
this time, she anticipated the procedure by holding her lips and 
teeth firmly, expecting that I was going to introduce the tube of 
the stomach-pump, as had been done previously. *But before she 
was aware of it, the soft gum tube, well oiled, was passed through 
one of the nostrils, and the greater part of a pint of milk was in- 
troduced through it into the stomach. It was only then that she 
found all her efforts at keeping her lips and teeth so firmly closed 
did not baffle me in the effort I had undertaken. The same pro- 
cedure was gone through with three times a day for three days. 
On the fourth day she concluded, as she remarked, to take her 
meals in the regular way. 

Case 3.—On the 21st of October, 1880, I was sent for to visit 
Mr. J. G., zt. about 35 years, both physically and mentally a 
wreck. This being one of his attacks of mental depression, his 
friends stated that he had refused to eat or drink any thing for 
the past two days, and that he intended destroying his life by 
starvation, as he says he is of no further use in this world. Upon 
my arrival I found the man in a very melancholy condition, and it 
was with a great deal of difficulty that an answer to my questions 
could be obtained from him. When I interrogated him in regard 
to taking his food, he remarked that his mind was already made 
up upon that point; that nothing more should pass his mouth. 
All my appeals being of no avail, I determined the man should 
not die, if it was in my power to prevent it. His friends informed 
me that this was not the first time he attempted to starve himself, 
but that some two years ago, when living in a Western city, he 
was in about the same condition as at present, and the doctors in 
attendance upon him made an effort to use the stomach-pump, 
but with his strong teeth he crushed the gag and cut the tube 
through. The same gum tube and funnel that was used in Case 
No. 2 was utilized for this patient. Every thing being in readi- 
ness, with four stout men to secure him (I presume from the man- 
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ner in which he held his lips and teeth, he supposed the stomach- 
pump was going to be used again, and in this supposition I 
encouraged him), before he was aware of it, the gum tube had 
been passed through one of the nostrils and cesophagus, and a 
pint of beef tea introduced into the stomach. So persistent was 
he to destroy his life in this manner, that this same procedure 
had to be repeated three times a day for one week, until finally he 
concluded to take his food in the usual way. It is proper to 
state here that positive directions were given the attendants in 
charge of the two latter cases, to watch them carefully for at 
least two hours after the operation, in order to prevent them 
inducing vomiting by titillating the upper part of the cesophagus 
with the finger. 





A LARGE NASAL POLYP REMOVED BY JARVIS’ SNARE. 


By JOSEPH A. WHITE, M_D., 


RICHMOND, VA. 


Mr. J. B., a prominent banker of this city, applied to me Oc- 
tober, 1880, for treatment of a “‘catarrh ” which he said he had 
suffered from during a long time, and had resisted every mode of 
treatment, gradually growing worse, until he could no longer 
breathe through his nose. He had tried sundry and various rem- 
edies, quack and legitimate. Examination showed that both nos- 
trils were clogged with polypi. As heretofore I had always ex- 
perienced some difficulty in removing these growths intact by 
means of the evulsion forceps, I thought I would try Dr. Jarvis’ 
wire snare. Finding I could not push the loop through the nos- 
tril, I passed it in as far as I could, and then putting the forceps 
through the loop, seized the base of a polypoid mass, and made 
slight traction, whilst I worked the loop upward and backward 
until it seemed to pass above the middle turbinated bone. Then 
by turning the screw, the snare gradually cut through the attach- 
ment of the mass, and I drew out of the nostril the largest myx- 
oma I have ever seen, measuring 31% inches in length, 1 inch in 
diameter at the base, and with a flat pedicle about % inch wide. 
In the next few days I removed seven others, varying from 
one-half to one and a half inches in length. It is astonishing 
that the nose can accommodate itself to such a pathological 
mass when its size is considered. There was no outward de- 
formity, but the septum was pushed to ene side. The large 
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polypus seemed to be attached to the superior turbinated bone, 
and was removed with comparatively little pain. In fact the 
introduction of the snare gave more pain than cutting through 
the polypus. Pure chromic acid was applied to the points of 
attachment several times, and the post-nasal disease treated by 
sprays, powders, and applications with the brush, resulting in 
such an amelioration of all annoying symptoms that he ceased his 
visits, and up to this time, after a lapse of fifteen months, there has 
been no return of the trouble. There is nothing of special interest 
about this case except the large size of the polypus, and the fact 
that it shows one of the uses of Jarvis’ snare, which I had already 
found useful in removing anterior and posterior hypertrophies of 
the turbinated bones. 





REMOVAL OF HYPERTROPHIED TONSIL CURING DEAFNESS 
OF THREE YEARS’ STANDING, 


By JOSEPH A. WHITE, M.D., 


RICHMOND, VA. 


Mrs. B. B., a young married lady, applied for treatment in Sept., 
1879, on account of deafnesss, especially in right ear, for past three 
years. Hearing for a fifty-inch watch was thirty-six inches on 
left and four inches on right side. Had suffered frequently from 
suppurative tonsillitis. Right tonsil was considerably hypertro- 
phied and hardened ; left, very slightly so, and soft. The pharynx 
was granular, and there was some post-nasal inflammation, with 
slight enlargement of pharyngeal tonsil. Both drum-heads were 
normal in appearance, except that the right one was somewhat 
depressed and whitish. The treatment was as follows: antiseptic 
cleansing, spray through nostril and in posterior nares, followed by 
inflation of iodine vapor with Politzer’s bag, and brush applica- 
tions of chloride of zinc solutions to posterior nares and pharynx ; 
applications of London paste were made to tonsils. 

This treatment was varied occasionally by changing the applica- 
tions, and was followed in a few weeks by almost perfect restora- 
tion of hearing in the left ear, but only slight improvement in the 
right. The throat and posterior nares had much improved, the 
left tonsil had decidedly decreased in size, but there was no ap- 
preciable change in the right. On October 6th, I removed it 
with Mackenzie’s amygdalatome, continued the treatment as above, 


360 Archives of Laryngology. 


and in ten days dismissed my patient with perfect restoration of 
hearing in right ear also. This result could only be attributed to 
the excision of the tonsil, which must have kept up the Eustachian 
catarrh, and interfered directly with the faucial orifice of the tube, 
by its upward growth. This may occasionally happen, though 
many aurists think otherwise; ¢eg., Dr. Chas. H. Burnett in his 
treatise on the ear says, that “excision of the tonsil is rarely if 
ever necessary for the relief of hardness of hearing, simply be- 
cause the altered function of hearing is in no way dependent upon 
the tonsillar enlargement ”’ ; and again, “ their excision is worse than 
useless—it is positively harmful and always alarming.” In my 
experience I have found excision of hypertrophied tonsils in cases 
of deafness, to be a matter of necessity, because even where they 
are not directly the cause of the impaired hearing, as in the above 
case, they are important factors in keeping up the throat and 
post-nasal disease, which must always be gotten rid of to ensure 
a good result in middle-ear or Eustachian-tube diseases, In fact, 
the treatment of these diseases resolves itself into treatment of the 
naso- pharynx with the addition of forcing medicated vapors into 
the middle ear. Consequently hypertrophied tonsils should be 
excised, as they interfere materially with treatment. Still, I have 
never before or since seen a case of deafness, of three years’ stand- 
ing in an adult, cured in such a short time after excision of the 
tonsil, when previous treatment had failed, and I am forced to 
conclude that the tonsillar trouble was the direct cause of the im- 
paired hearing. Herein is the interesting feature: It is now over 
two years since and there has been no return of deafness. 


SYPHILITIC TUMOR OF THE LARYNX, WITH. CONDYLOMAS 
OF THE TONGUE. 


By Dr. B. TAUBER, 


CINCINNATI. 


B. W., zt. 31, merchant and married, for three months com- 
plains of great dysphagia, hoarseness above a whisper, difficulty 
of speech, rather indistinct co6drdination. Contracted syphilis ten 
years ago. Inspection of the pharynx was very difficult, there 
being several large condylomas on the right side of the tongue, 
toward the base, with several abscesses. Opened the latter ; about 
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1 to 14 ounces of fetid pus mixed with blood discharged, which 
gave him great relief. After four days I was enabled to examine 
the larynx. The epiglottis of an omega shape, very much swollen, 
so as to prevent inspection of the interior of the larynx. On both 
sides of the arytenoid cartilages, and also on the cricoid, a large 
neoplasm, bluish-gray, looking the size of a walnut, was present. 
Mercury by inunction and very large doses of iodide of potash 
made this swelling disappear zz fofo within two weeks. The con- 
dylomas on the tongue are still present, but decreased in size. His 
voice is good and strong, mastication and swallowing easy. He 
is now on the mixed treatment for three years, and has since had 
no relapse. 


PARALYSIS OF THE OPENER AND TENSOR MUSCLES OF 
THE LARYNX. 


By Dr. B. TAUBER, 


CINCINNATI. 


C. H., et. 40, married, merchant, weighing 175 pounds, has lost 
25 pounds in four months, Complains of a stridulous, crowing- 
like breathing, especially on inspiration, with shortness of breath. 
Since nine months he coughs and expectorates large black masses; 
voice harsh, feels very weak; the breathing is so noisy that he 
can be heard before entering the house; is restless at night, appe- 
tite poor, breath very fetid; had lues twenty years ago. On in- 
spection, found the gums touched, teeth loose, ulcers on the hard 
and soft palate, also under the soft palate, on the arches under 
the frenum, and both lateral sides of the tongue. In the larynx 
both vocal cords are deep red and swollen. During inspiration, 
the vocal cords widen the glottis to a very small extent, say one 
half of a line, accompanied with spasms of the tensors, on phona- 
tion both vocal cords do not approximate well, and a gap of 
about three fourths of a line is noticed. The mucous membrane 
of the entire larynx is highly injected; the trachea is covered 
with thick, yellowish, dirty-looking viscid mucus. In such cases, 
tracheotomy is always indicated, but the patient and his family 
objected, therefore I had to resort to other means. Being in 
such a feeble condition I ordered tonics and stimulants, after ten 
days antisyphilitic remedies. Employed daily galvanic sittings, 
4-10 cells, lasting from fifteen to twenty minutes; later on used 
both currents. He received in all one hundred sittings. After 
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thirty applications I could notice a great change of all the pre- 
vious symptoms. His breathing became calm and not difficult ; 
his voice is good and audible ; the cough ceased, and at the pres- 
ent time, he has not been in my office for treatment for a year and 
a half. He uses now at home the battery about three times a week, | 
also continues to take iodide of potash and bichlorate of mercury. 
How long tracheotomy will be postponed I cannot tell! 


REMOVAL OF PAPILLOMA OF THE LARYNX WHICH BECAME 
AFTERWARD MALIGNANT. 


By Dr. B. TAUBER, 


CINCINNATI. 


J. H., zt. 60, farmer, weighing 200 lbs.; enjoys perfect health, 
with the exception of hoarseness for five years, which is on the 
increase ; also feels a tickling sensation in the throat. Laryngo- 
scopic examination showed on the left ventricular band and sinus 
Morgagni, a grayish-red-looking neoplasm (papilloma) the size 
of a filbert, covering the entire left side of the larynx and par- 
tially the lower part of the right side. Removed the entire 
growth. Patient left for home very much improved, as all the 
above symptoms disappeared. 

Eighteen months later he came again for treatment, with more 
severe symptoms than before. In looking into the larynx, one 
large mass covered the same entirely. Tracheotomy was per- 
formed, and seven eighths of the neoplasm removed afterward. 
Six months later his attending physician informed me that the 
patient died with all the symptoms and appearances of a cancer- 
ous disease. The growth was microscopically examined, and the 
statement of his attending physician confirmed. 





SEQUEL TO A CASE OF THYROTOMY 
Published in American Fournal of Medical Sciences, October, 1866. 


By EPHRAIM CUTTER, M.D., 


NEW YORK. 


This, so far as I can ascertain, was the first case where the 
larynx was deliberately cut for the removal of a voluminous 
growth that obliterated the vocal bands, without a previous tra- 
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cheotomy. The last report concerning the condition was made to 
me not long ago ; the phonation of the patient was perfect, with no 
sign of any return of the trouble. Dr. Fletcher, of Pepperell, 
Mass., examined the larynx of Miss Anna M. Jewell—the case 
alluded to—and pronounced it perfectly healthy sixteen years 
after the operation. A tracheotomy tube had been designedly not 
used. The case in full may be found in the American Fournal of 
Medical Sciences, October, 1866; and the operation is described 
at length in my pamphlet entitled “ Thyrotomy Modified by Dis- 
pensing with the Tracheotomy Tube,” Boston: J. Campbell & 
Son, 1872. 

My idea was that if the patient could viably respire with the 
tumor in the larynx, with the tumor removed there would be more 
room for breathing, and hence more viable respiration, and hence 
no use for a tracheotomy tube, unless circumstances—as inflam- 
mation and swelling—should call for it afterward. 

’ In the cases where thyrotomy without tracheotomy tube has 
been performed, no emergency, so far as the writer knows, has 
arisen on account of which the tube was needed; hence the ad- 
vantage is had of less incision, less mechanical interference, and 
speedier and better recovery. It seems to me that time has set 
its seal of approval on this modification. 


TRANS ACPTVONS 


OF THE 


FOURTH ANNUAL MEETING 


OF THE 


AMERICAN LARYNGOLOGICAL ASSOCIATION, 


HELD IN THE HALL OF THE MEDICAL LIBRARY ASSOCIATION, BOSTON, 
JUNE 12, 13, AND 14, 1882. 


Second day, morning session. 
Discussion on the Papers of Drs. Ingals and Farvis.* 


Dr. Major said that in looking for a cause of deviation of the 
septum, it had occurred to him that it might correspond with 
the current of air in breathing. Enlargement of the turbinated 
bone is more apt to occur on the side upon which the patient is 
accustomed to sleep, and this may be explained by gravitation of 
blood to this side. 

Dr. DELAVAN said that he had been much interested in Dr. 
Ingals’ paper, and regretted that Dr. Harrison Allen, who had 
given special attention to the general and pathological anatomy 
of the structures referred to, was not present to discuss it. With 
reference to the question just brought up by Dr. Major, a simi- 
lar thing had been suggested by Dr. De Blois, who said that 
the direction of the deflection depended upon whether the patient 
was right- or left-handed, but it had occurred to the speaker that 
the blood supply of the brain may have something to do with it. 
When a person is right-handed, the left hemisphere of the brain 
receives a larger amount of blood than the other, on account of 
its greater functional activity. This may also influence the blood 
supply of the turbinated structures and septum. This explanation 
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is rather hypothetical, yet some such relation may yet be found to 
exist. The classification according to the extent of the deflection, 
proposed by Dr. Ingals, is good, and his explanation of the origin 
of the deflection from inflammatory causes is ingenious and plausi- 
ble; but the whole question is involved in doubt and uncertainty, 
because in early life the cartilage is almost membranous, and in 
studying crania no conclusions can be drawn with respect to its 
relations during life, as the parts are apt to be disturbed in dry- 
ing, and it is impossible to tell what they had been during life. 
It is, therefore, difficult to say at what age the deflection occurs, 
and the causes of the deviation are still more obscure. As to the 
relatively greater frequency of its occurrence on the right side, as 
stated by Dr. Ingals, examination of the skulls had failed to con- 
firm this view; according to the speaker’s observation the dis- 
tribution was about equal between the two sides. 

As regards treatment: There was an article published by Dr. 
Harrison Allen in the American Fournal of the Medical Sciences, 
for January, 1880, in which this whole subject was well digested 
and treated in a most interesting and thorough way. In this 
article Dr. Allen described several instruments, one very much 
like that presented by Dr. Ingals, with which he proposed to saw 
or cut away the convexity of the septum. Dr. Delavan continued: 
“For my own part, with regard to this operation, as well as Dr. 
Jarvis’ operation, I find them in a very large number of cases 
insufficient and superficial. I think that when the bony sur- 
roundings of the parts are well known, we shall insist upon a more 
radical operation as necessary for the permanent relief of the 
stenosis. I think also that examination of the turbinated bone 
will suggest a primary operation upon that before the septum is 
interfered with.” 

Dr. Cart SEILER thought the classification in Dr. Ingals’ 
paper an admirable one; it comprises a large number of cases 
which can be classed under these four heads. He has had oc- 
casion to operate upon cases such as described, and had found it 
extremely difficult to gauge the incision, so that after taking the 
shaving of bone away, the edges would fall in apposition. Recall- 
ing the facts, that cartilage 1s an avascular tissue, is difficult to 
heal, as it is nourished from the perichondrium, the incision is less 
useful than Steel’s forceps, which for general deviation he regarded 
as best of all. Roberts’ instrument is too large ; so large a division 
as it makes is altogether unnecessary. 
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Dr. Jarvis’ operation in many cases is admirable; and he 
found the calipers very useful in diagnosis, enabling him to de- 
termine whether there was thickening, or deviation, or both: if 
the first, he proceeds at once to remove the excess by Dr. 
Jarvis’ method, or if the second, he rectifies the septum with 
Steel’s forceps. 

Dr. INGALS said that with regard to the difficulty in healing the 
perforation, it did not suggest itself to him; because knowing 
that the cartilage is covered with mucous membrane, it did not 
appear as if there would be much trouble about the vascular sup- 
ply. 

Dr. JARVIS said that he had invented a saw himself, to be used 
with the dental lathe, but the objection to its use was the same as 
to the knife,—the bleeding obscures the view. This does not oc- 
cur with the wire snare ; the hemorrhage is limited to a few drops, 
which do not, however, interfere with the operation, because they 
do not occur until it is finished. 

Dr. ELsBErG observed that he had found in a number of his 
cases that the transfixing needle was difficult to use, and in such 
cases he had found the transfixing forceps very useful, and that 
he used the dental burr for grinding down hypertrophied bone. 


Discussion on Dr. Shurlys Paper* 


Dr. INGALS said that the question of syphilis was an important 
one in making the diagnosis of lupoid ulceration. In obtaining 
the history of a suspicious case he is in the habit of asking with 
regard to the rational symptoms, and if he finds them, he then 
asks directly at what time the patient had syphilis. 

Dr. Morcan said that he had a case which had been pro- 
nounced lupus of the soft palate ; the patient was a woman, 35 
years of age, who did not give a syphilitic history, and yet he had 
at first felt firm in his belief that the ulceration was specific, al- 
though there were no syphilitic antecedents as far as he was aware. 
There had been cutaneous manifestations of lupus for eighteen 
months, and they existed previous to the occurrence of disease in 
the pharynx. The outward manifestations were limited to the 
lower part of the inferior extremity. The patient was admitted 
into the Providence General Hospital, where the disease was pro- 
nounced lupus by those who saw it. The local disease began in 
the soft palate, which it perforated, and extended to the horizon- 
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tal plate of the palate bone and to the palatine process of the 
superior maxillary bones, and also destroyed the vomer, but the 
cartilaginous portion of the septum appeared to have escaped. 
The starting of the disease in the vomer was preceded by profuse 
epistaxis ; what was remarkable was that there was no notable 
pain nor dysphagia even during the ulceration of the soft palate. 
The treatment was by sprays for cleansing, followed by the appli- 
cation of silver nitrate, and the internal administration of the 
proto-iodide of mercury. ‘The case is still under treatment, but it 
is thought that it is now under control. He said that if this 
was lupus he was very much encouraged from this case, and the 
remarks made upon this subject at the last meeting in Philadel- 
phia, that lupus, in some cases at least, can be controlled and per- 
haps cured. 

Dr. SHURLY said he had had some doubts about the diagnosis 
of his case ; a great many points suggested syphilis, and it would 
be very easy to pronounce it a syphilitic manifestation ; but he had 
taken a great deal of pains to follow up the history, but could 
find nothing to warrant this view. For a time he thought that it 
was syphilis, and that she might have been inoculated at the dis- 
pensary, but he afterward concluded that it was not so, but that 
it was really a case of lupus. 

Upon looking up the literature of the subject he had found it 
very much mixed ; he regarded the lesion as a scrofulous mani- 
festation, and he would hold on to this view until he was forced 
by good evidence to abandon it. He would, in conclusion, call 
attention to the treatment of the disease with iodoform. Before 
the craze for this agent, he had used it, in 1869, and was much 
pleased with its effects. In this case he had tried other forms 
of treatment, and finally concluded to use the galvano-cautery, 
and burn a ring around the disease; but the iodoform locally with 
the iodide of potassium internally proved very beneficial. He 
did not rely upon the local remedy alone, but thought that, as in 
a great many other cases, we could not get along without internal 


treatment. 
Afternoon Sesston. 


Discussion on Dr. Robinson’s paper.* 


Dr. E. L. SHuRLY considered the paper an admirable presenta- 
tion of the subject. Such cases are continually presenting them- 
selves to those who are more or less engaged in general practice. 


* See page 320. 
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He had in such cases been obliged to abandon local treatment and 
rely upon tincture of iron and digitalis; he had not given nux 
vomica, as arule. Where constipation exists the treatment must 
be supplemented with laxatives, or saline waters. 

It is very important that specialists should keep in mind the 
general condition of patients. There is a danger of paying too 
much attention to the condition of one organ, and not enough to 
the general condition upon which the disease may depend. The 
subject considered in the paper is a very important and interest- 
ing one, and he was glad that it had been brought to the notice of 
the Association in this way. 

Dr. SEILER said that the subject certainly is a most interesting 
one, and especially from the point taken by the preceding speaker, 
who insists upon the importance of analyzing the condition of the 
whole organism, in order to ascertain other causes of disease in 
cases of disorder of special organs. Specialists are apt to rely too 
much upon their instruments of precision, and to neglect general 
diagnosis. He recalled a case of a young girl whom he had pre- 
sented ‘before his class at the University of Pennsylvania. She 
complained of irritation of the pharynx and larynx. Nothing 
was detected upon examination, and the disorder was referred to 
some remote cause, possibly uterine. Upon inquiry it was found 
that she had dysmenorrhcea and leucorrhoea, and other symptoms 
of lowered vitality. She was informed that she needed uterine 
treatment, and she was sent to the gynecologist. He afterward 
was told by the patient that if she had known that he could look 
all the way down to her womb, she would not have permitted him 
to put the mirror in her mouth at all. 

Dr. Daty endorsed very fully the observations of the lecturer, 
and had verified his conclusions by similar examples in his own 
experience. Asa method of general treatment for such cases, he 
was in the habit of making use of a combination that may seem 
at first a little incompatible ; it is nux vomica with Fowler’s solu- 
tion and fluid extract of ergot, which he had found to be one of 
the best tonics to the heart’s action, and the muscular coat of the 
blood-vessels. | He would have been pleased had the lecturer ex- 
tended his remarks so as to include those cases of so-called ca- 
tarrh which are so universally dependent upon dyspeptic disorder. 
His own observation warranted the statement that a large propor- 
tion of so-called naso-pharyngeal catarrhs are dependent upon 
disorders of the stomach; he had frequently noticed that when 
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the patients have their digestion in good order their throat symp- 
toms are much better, and the throat is worse when the digestion 
is poor. 

Discussion on Dr Allen’s paper.* 


Dr. BoswortuH said that he could not help thinking that Dr. 
Allen is wrong in considering obstruction of the nares as a source 
of irritation and retraction of the levator palati muscles. He could 
not recall a single case of nasal polypus in which he had been un- 
able to obtain a satisfactory view with a rhinoscopic mirror. As 
it is, he insists upon the value of examination of the parts with the 
mirror. Certainly if a foreign body is introduced into the nose, 
it will at once excite an irritability of the levator muscles of the 
palate, but where it has existed for some time this irritability does 
not continue. He thought that the difficulty really existed in 
telling the patients to drop the palate; for if you tell patients to 
do something they do not know how to do, they are apt to do 
what you do not wish to have done. His rule is to tell them to 
do absolutely nothing, simply to keep quiet, while he makes the 
examination. As regards want of symmetry in muscular action, 
his experience had been that the muscles were moved symmetri- 
cally. 

Dr. INGALS suggested that in cases where it is desired to ex- 
amine both the larynx and nares, it is better to make the rhino- 
scopic examination first, as it is more difficult when left until 
later, 

Dr. Daty said that we naturally prefer the method that we are 
most accustomed to. He was himself in the habit, when examin- 
ing the posterior nares, of telling the patient to open his mouth, 
keep his tongue in, and breathe out through the nostrils. Very 
often it is a physical impossibility to breathe through the nose with 
the mouth open, but the effort should be made, and in a great 
many cases the rhinoscopist will succeed in getting a good view. 
He tells his patient to think of something else, and breathe 
through his nose ; and in his efforts to breathe through his nos- 
trils we can get a momentary view of the posterior nares, which is 
sufficient. Without this procedure he did not think that he would 
have been so successful as he had been. 

Dr. RuMBOLD asks his patients to pronounce “ing” or “ungg”’ 
slowly, but without making great effort; for the effort to do so 
would raise the tongue; this makes them. drop the soft palate. 


* See page 328. 
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Telling the patient to drop the palate, generally ends in his rais- 
ing the palate. 


Case of Aphonia Spastica. 


Dr. KnicuT said that the patient exhibited a rare condition, 
—one to which his attention had first been called by Schnitzler’s 
paper in 1875. ‘The case that had come under his observation 
corresponded with the morbid condition present in Schnitzler’s 
case. Since the publication of the latter, cases have been recorded 
also by Mackenzie, Scheff, and Prosser James. The condition 
known as stammering of the vocal cords is an analogous one, and 
may be included under the same heading. The patient was 
brought in, as he thought that all the Fellows who have not seen 
such cases would be glad to examine him, It is, as stated by 
Schnitzler, very different from a simple case of aphonia ; it seems 
to be a spasm of the tensors of the vocal cords, and also of the re- 
spiratory muscles. The patient presents the appearance of one 
speaking during violent expiratory effort, as during the act of 
defzcation or parturition. The prognosis and treatment will be 
considered after the examination has been finished. 

The affection came on comparatively suddenly, less than a year 
ago. There is one peculiarity in this case, making it different 
from those of Schnitzler, Fritsche, or others : it is that there is no 
symptom of spasm in the larynx during the examination; it is 
only during speaking that the difficulty comes on that would ren- 
der any change in the larynx observable. A short time since he 
had noticed a slight swelling in the ventricular bands, but he had 
failed to detect any thing like spasmodic action of the vocal cords. 
The disorder has been compared with writer’s cramp or fiddler’s 
cramp, as the spasm only appears during expiratory effort. 

The prognosis is generally considered as unfavorable, but in a 
few well-marked cases that have been reported there has been im- 
provement, but the majority have proved incurable. The only 
treatment that seemed efficient in those cases where improvement 
did take place, was by galvanism, by the plan of central appli- 
cation by the spine and brain especially. The Fellows were in- 
vited to suggest any other form of treatment besides electricity 
with tonics, such as strychnia, etc. In the case exhibited the 
treatment had not yet been fairly begun. 

Dr. LANGMAID said with regard to the frequency of the condi- 
tion and unfavorable prognosis, that there are altogether some 
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ten or twelve cases reported. He had himself a similar case, and 
had made an effort to get him to be present to-day, but was unable 
to find him. The records of this case had not been printed. He 
had known the case socially for many years. From examination 
one would say that the prognosis in this case was not unfavor- 
able ; but the disorder caused the patient much embarrassment ; 
so much so that he was accustomed to fortify himself with large 
doses of whiskey before going into company, he being very fond 
of society ; this enabled him to talk better, but injured his reputa- 
tion, as he was supposed to be a drinker, although it was not taken 
from choice. About a year ago the patient came to this office, 
though for a different trouble. He then had severe pains in the 
legs, requiring the subcutaneous injection of morphia for its relief. 
Upon inquiry it was inferred that some form of spinal degeneration 
was present, but he gave no further account. It is possible that 
even after this long time this nervous affection, which originally 
caused the laryngeal disorder, may have shown itself in some 
other way. 

Dr. ELSBERG recommended in addition to the electrical treat- 
ment, systematic exercises for the larynx ; vocal gymnastics have 
been found most important aids in those cases where no good has 
been done by electricity alone. Inspiratory phonation must be 
prevented and expiratory regulated. Patients must be taught to 
breathe properly first, and then to talk. Itis very much the same 
method as in stammering and stuttering, by which phonatory 
spasm is sometimes allayed. Again, it has been observed that in 
coming out of the chloroform-narcosis, the patient has been able 
to talk more freely. In the cases of Hack and Scheff this was 
noticed. 

These cases have excited marked interest, both diagnostic and 
therapeutic ; treatment can do a great deal, except in those cases 
in which there is progressive degenerative trouble of the nervous 
system. It consists in attending to the general health, in tonics 
and stimulants, electricity, and systematic training, or respiratory 
vocal and phonatory gymnastics. 

Dr. Knicur thanked the speakers for their suggestions, and 
said that Scheff recommends, at first, and as a preliminary treat- 
ment, a long rest of the voice; afterward systematic gymnastics, 
and electricity. He believes that the results’ by this treatment 
have not been very successful however. 
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Discussion on Dr. Daly's Paper* 


Dr. E. L. SHurty said that he had two cases under his 
care, one operated upon, the other not yet, and that he had 
therefore been much interested in Dr. Daly’s paper. His ex- 
perience corresponded with that of Dr. Daly, except with regard 
to the offensive odor. His first case was that of a young man, a 
bank clerk, in which there was no such bad-smelling discharge. 
He was led to suspect that it was antral, from the fact that the 
' discharge would come on at a particular time of the day, about 
ten o’clock, and at the time of going to bed he expectorated con- 
siderable pus, but no more until ten o’clock the next morning. 
There was no odor, probably because there was no obstruction and 
no retention particularly. Being quite sure of the nature of the 
difficulty he recommended operation, but the patient objected 
seriously to having the jaw-bone opened. He afterward went to 
Philadelphia and saw Dr. Garrettson, who urged having a tooth 
pulled, but the young man hesitated, as he always had had good 
teeth; none of them were plugged or decayed. At all events he 
had the tooth pulled, but after three weeks, there being no change, 
he decided to have the antrum opened. It was accordingly 
opened in the canine fossa with the dentist’s drill, but no pus 
flowed ; subsequently, he perforated the alveolar fossa, but still 
there was no discharge. In about twenty-four hours, however, 
clear pus came through the opening. Making use of the canula 
attached to Dr. H. Allen’s nasal syringe, he used by injection a 
great variety of remedies to stop the discharge. He regarded the 
case as simply one of chronic inflammation and thickening of the 
lining membrane of the antrum. He could not see how a tooth 
could have caused it, but perhaps it is better to submit to Dr. 
Garrettson’s judgment, as he is a skilful dentist. There is no 
great variety of applications necessary after opening the antrum ; 
he had found nothing to answer as well as a solution of chlorate of 
potassa (a teaspoonful to a pint of warm water), used twice a 
day. In this case the whole family was inclined to be hypo- 
chondriacal, and the patient was decidedly so. He hoped that 
when the discharge ceased this would also pass away. Whether 
or not it has any connection with the local disease he could not 
say. 3 

The other case first came to his office about four weeks before, 
with a catarrh of three years’ standing, with involvement of the 





* See page 314. 


Transactions of Soctettes. 373 


antrum. Perforation was advised, and he still has it under con- 
sideration. | 

There are two points of interest in connection with this condi- 
tion: first, the paucity of the literature; and, secondly, the 
method of origin. It may arise from extension of inflammation 
from the air-passages along the lining membrane, or as a distinct 
affection, perhaps, from defective teeth. Finally, the character of 
the discharge may be offensive or not. Whenever, in the future, 
he should find the discharge offensive, he would always suspect 
antral disease, either as a complication or as an independent affec- 
tion, 

Dr. CARL SEILER reported the following case: A gentleman, a 
merchant, with extremely narrow nostrils filled with polypi, had 
them removed, and the pedicles destroyed ; but still there was 
considerable discharge of a thin fluid, apparently coming from the 
middle meatus, which he found impossible to check: this sug- 
gested antral disease. The only symptom, however, was the per- 
sistent discharge of pus, continuing for a year after the polypi 
had been removed, but the flow is not sufficient in the mind of 
the patient to warrant an operation. Probably it may be done 
after awhile. 


Discussion on the “ Nature and forms of laryngeal ulcer, 
especially the so-called catarrhal ulcer,” opened by CarL SEILER, 
M. D., of Philadelphia. 

Mr. President.—I was notified but a very short time ago, that 
the opening of the discussion on laryngeal ulcers had been allotted , 
to me, and I have not had the time to prepare a paper on the 
subject, such as I would have liked to have presented to the 
Society. All I could do was to collect a few points in regard to 
laryngeal ulcers, which I trust will be sufficient to start a discus- 
sion on this interesting and important subject. 

All laryngeal ulcers may be divided into two classes, viz. : 
superficial and deep. 

At the points where the laryngeal mucous membrane is exposed 
to a great deal of friction, we often notice abrasions of the epi- 
thelium, occasionally covered with a pus-like secretion, which heal 
readily and leave no scar or cicatrix. These, like similar abra- 
sions on the mucous membrane of the mouth of the uterus, are by 
many denoted as ulcers, and according to the French authors, 
they arise from the suppuration of the follicles of the larynx, and 
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are termed by them “erosion glandulaire.” These erosions do 
not, however, penetrate below the epithelial layer, and are, in the 
opinion of many authorities, not to be considered as ulcers. 

In the same situations we find ocasionally, in cases of chronic 
catarrhal laryngitis, small round or lenticular ulcers, which are 
deeper than the erosions, and are covered, as a rule, with whitish 
pus. Their edges are not raised above the level of the mucous 
membrane, and they also heal without leaving a visible scar. 
These are the so-called catarrhal ulcerations. All other ulcera- 
tions are dependent upon a specific poison in the system, except 
those produced by traumatism. 

In syphilitic laryngitis we find that two kinds of ulcerations ap- 
pear: the shallow, which resemble the catarrhal ulcer, but differ 
from it by the facts, that they are surrounded by an areola of in- 
tense inflammation ; that their edges are raised above the level 
of the mucous membrane ; that they are always symmetrical; and 
that on healing they leave cicatrices. The deep variety of syphi- 
litic ulcer is crater-like, penetrating deeply into the tissue, and on 
healing leaves cicatrices which possess an extraordinary degree 
of contractile force, thus giving rise to great deformity. They 
are, in my opinion, always due to the breaking down of gummata 
in the mucous membrane. Both the shallow and the deep syphi- 
litic ulcerations develop very rapidly. The characteristic feature 
of the phthisical ulcer is that its edges are on a level with the 
surrounding mucous membrane, which, close up to the ulcer, is of 
a pale ashy gray color; the pus covering the ulcer is grayish- 
white, and usually very tenacious ; and it is usually seen on the 
‘side of the larynx corresponding to that on which the greater 
amount of lung implication is noticed. The phthisical ulceration 
develops slowly, does not usually destroy much tissue, and when 
it heals leaves a but slightly contractile cicatrix. It is always due 
to a breaking down of cheesy deposits in the mucous membrane. 

The ulcerations of lupus are very similar to those of syphilis, 
so that it is often extremely difficult to make a differential 
diagnosis. 

The ulcerations of carcinoma, epithelioma, and leprosy are not 
particularly characteristic in themselves, and can be distinguished 
from other ulcerations chiefly by the distinctive features of the 
disease giving rise to them. 

Dr. BoswortTH said that there was very little in what had just 
been said that he could fully endorse. The first difficulty is with 
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regard to a definite understanding as to what ulceration is. He 
insisted that a correct use of terms would require that in order 
to have ulceration or ulcerative process, there must be progres- 
sive waste of tissue. In the first place he did not believe that 
in a so-called catarrhal ulcer there is progressive waste of tissue, 
z.é., that a catarrhal ulcer does exist. In chronic catarrhal laryn- 
gitis, we see some irregularity of the tissues about the vocal cords, 
and what seem to be erosions ; there may be indeed some super- 
ficial destruction of tissue, but not true ulceration. He could 
not satisfy himself therefore that the catarrhal ulcer exists until 
it is demonstrated better than it has been. But leaving this out, 
we have no form of ulceration that is not due to specific poison : 
tuberculous, syphilitic, cancerous, or lupoid. Now, when we come 
to an undoubted case of ulceration process, we find characteristics 
that can be recognized as belonging to one of these groups, in 
all non-traumatic cases. 

In the next place, Dr. Seiler speaks of a superficial and deep 
ulcer. Undoubtedly this does exist in syphilis ; the first in the 
mucous patch, and the second in the well-known syphilitic ulcer. 
He agreed with Dr. Seiler in his opinions with regard to the gum- 
matous infiltration. It is usually symmetrical in the larynx, gen- 
erally because the patch inoculates the other side. That the ul- 
ceration of phthisis is likewise symmetrical he could not affirm ; 
he had never seen it so. He regards the syphilitic ulcer as the 
only one coming under our observation that secretes true pus ; in 
other forms we have pus only if they are irritated. 

There is one form of ulceration of phthisis that comes under 
our observation, which, whether coming on the tongue, pharynx, 
or larynx, is an unmistakable phthisical ulcer. It has no areola, 
and no depressed red edges; but it has an appearance that La 
Bouilliére compares to “cut bacon”; it looks like picked meal— 
meal that the chickens have been picking at. It was present in 
two cases of phthisical ulceration which came under his observa- 
tion. He had not met with the difficulties referred to in diagno- 
sis, and thought that these cases of phthisical ulceration can be 
recognized by unmistakable signs. 

In concluding, he insisted upon the importance of understand- 
ing what ulceration is, that it is a necrosis of tissue, a solution of 
continuity with progressive waste. We should drop this confu- 
sion of terms by a comparison of catarrhal process which is not 
an ulcer and should not be called an ulcer. 
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Dr. JARvis agreed with the last speaker, and said that his ex- 
perience with regard to ulceration was largely that which had just 
been reported. He was surprised to learn of the diagnostic points 
of the so-called catarrhal ulcer. He recalled a case which pre- 
sented what was said to be catarrhal ulcers of the cartilaginous 
septum, but which he pronounced perforation, and referred’ the 
case to Dr. Bosworth, who agreed with him that the best way to 
dispose of it was to remove the ulceration with the cartilage. 
The result was that the wound healed up rapidly, there was no 
dyscrasia, and the ulcer did not return. Now, if this had been 
true ulceration, as it had been described, the speaker was quite 
satisfied that the progressive ulcerative process would not have 
ceased with the removal of the ulcer, but would have gone on to a 
much worse condition. On the other hand, he is very careful 
with regard to operating upon syphilitic ulceration, as it is liable 
to invite extension of the disease. Under such circumstances an 
operation is not justifiable. 

There is another form of progressive waste of tissue, due not so 
much to alteration of the tone of the nervous system as to the 
effect of perverted secretions in the buccal cavity. In these cases 
we have perhaps a sharp tooth lacerating the mucous membrane, 
or it may be an ulcer produced by acrid secretions in the mouth. 
It is also desirable to recognize the existence of so-called spongy 
gums which, in his experience, had been demonstrated to be 
ulceration, non-phthisical and non-syphilitic in character: non- 
syphilitic because the diagnosis, as stated by Dr. Bosworth, of 
syphilitic ulceration, is very simple, especially from the red areola ; 
and non-phthisical for obvious reasons. The form of ulceration 
referred to has been pointed out by dentists to be due to per- 
verted secretion, butyric-acid formation in the mouth, caused 
solely by the acrid character of the fluids. This ulceration of the 
gums is certainly progressive, but he had been unable to obtain 
any history of specific constitutional taint to account for its pro- 
gressive character. 

Dr. AscH remarked that it would have rendered discussion 
easier if the lecturer had defined what he meant by a “ catarrhal”’ 
ulcer. He confessed that for his own part he did not understand 
the term, as he had not seen any such form of ulcer in his experi- 
ence. Any ulcer, whether deep or not, is due to constitutional 
cause, 2. é. phthisis, syphilis, or scrofula; and in other cases, 
where there is no specific systemic taint, there is a lowering of the 
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vitality. In treating the latter form the condition of the general 
system must be improved before healing the ulcer. He fully en- 
dorsed the remarks of Dr. Bosworth as regards the specific char- 
acters of ulceration. 

In reply to a question from Dr. Elsberg, he said that the ulcer 
referred to by the lecturer probably was the form due to lowered 
vitality, but it is not due directly to the catarrh. 

Dr, BEVERLEY RoBiNnsoN said that he did not consider the ques- 
tion as of very great importance ; at the same time, he had occasion- 
ally seen on the laryngeal mucous membrane some abrasions, lentic- 
ular in shape, to which the term ulceration could not properly be 
applied, notwithstanding the fact that the loss of tissue seemed to 
go deeper than the epithelial coat, and extend slightly into the mu- 
cous membrane itself. Possibly we might term this abrasion—we 
could not, however, call it ulceration—of tissue, this condition of 
things, catarrhal, but on this point he was not completely satisfied 
‘himself, for this reason: when he noticed this abrasion of tissue 
he had not found conclusive evidence of catarrhal symptoms suf- 
ficient to produce any such condition. Possibly it would admit of 
the following explanation: he referred to what is commonly 
known as herpetic sore throat. In other words, follicles, which 
are pearly in appearance, filled with fluid more or less turbid, ap- 
pear on the tonsils and pharynx. Sometimes these will open, and 
a little abrasion of tissue will be produced ; upon this will form a 
deposit of membrane. This is well described in an article which 
isnot perused as often as it should be; he referred to one contrib- 
uted by Dr. Da Costa to the American Fournal of the Medical 
Sctences, on ““ Membranous Sore Throat,” some years ago. 

It is possible that this same process may occur in the throat ; 
the follicles may form and burst, leaving an abraded surface not 
covered with membrane. It seemed that what has been termed 
catarrhal ulceration of the larynx might be due to this herpetic 
process, which may be too wet in this situation to be covered 
‘with membrane, and this makes a difficulty in finding the typical 
form of membranous sore throat. He thought that this lenticular 
ulceration or abrasion is not always a catarrhal condition, and 
possibly that in their mode of formation these ulcers are identical 
with those he had seen occurring on the tonsils in herpetic sore 
throat. 

Dr. SEILER said that he felt that he certainly must define his 
position a little more clearly, especially with regard to differential 
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diagnosis. First, in reply to Dr. Asch’s question, as to what he 
meant by catarrhal ulceration, he could give it in few words: it is 
simply an ulceration attacking a mucous membrane and encircling 
the mucous epithelial structures extending even to the basement 
membrane. It is not the deep ulceration of the specific ulcer. 

He accepted the explanation of Dr. Robinson as a very plausi- 
ble one, that this is a form of herpetic ulceration without a false 
membrane giving the appearance of being covered with secretion. 

With regard to the definition of Dr. Bosworth as to what con- 
stitutes an ulcer, he did not accept it as quite correct,—that it is 
simply a progressive destruction of tissue, for we may have ulcera- 
tion which does not progress ; for instance, in old leg-ulcer, where 
it remains stationary for a long time. 

Dr. BosworTH, interrupting, requested the privilege of saying 
one word. The lecturer had accepted Dr. Robinson’s point, The 
illustration cited is one of granulation, but granulation is not 
necessarily ulceration. 

Dr. SEILER replied that he was now answering the last speaker’s 
point, and still insisted that ulceration need not always be progres- 
sive. But, to continue the discussion, there are, as already stated, 
several forms of ulceration of the larynx, and in some of these he 
had searched in vain for a specific cause. He still believed, not- 
withstanding Dr. Asch’s explanation, that catarrhal ulceration is 
due to catarrhal inflammation ; he only said that the hypothesis of 
Dr. Robinson seemed to be a good one, but he would further say 
that in a condition in which lowering of the circulation of the 
mucous membrane occurs, with a general lowering of tone, the 
glands of the membrane may break down and ulceration ensue, 
which would be a local process. He could not say that in the 
larynx the secretion is truly pus, but he had seen them in the 
pharynx, as the result of catarrh, where he had found pus. 

The session then adjourned. 


REVIEWS AND BOOK NOTICES. 


A Guide to the Use of the Laryngoscope in General 
Practice. By Gorpon Ho.mes, L.R.C.P. Edin., Physician to 
the Municipal Throat and Ear Infirmary, formerly Chef-de-Clin- 
zqgue at the Hospital for Diseases of the Throat. Philadelphia : 
Presley Blakiston, 1881, 16mo, pp. 65. 

As the author of an exceedingly well-written treatise on vocal 
physiology and hygiene, we had anticipated from Dr. Holmes an 
equal evidence of literary ability in this work. But in the en- 
deavor, as stated by the author, to simplify the use of the laryn- 
goscope, we regret to discern such a generalization of matter as 
to impair its value, both as an instructor for student or a guide 
for the general practitioner. The information conveyed is cor- 
rect enough, but is entirely too superficial for real, practical 
use ; and has been equally as well, if not better, expressed in 
all the more modern works on diseases of the throat. From 
the last chapter, of three pages, devoted to rhinoscopy, one could 
obtain little knowledge that would be of benefit in practice, 
general or special. The appendix, on illumination, seems to 
have been written for the sake of the few added pages. 


Microscopical Morphology of the Animal Body in 
Health and Disease. By C. Hrrrzmann, M.D., late Lecturer 
on Morbid Anatomy at the University in Vienna, Austria. With 
380 original engravings. New York: J. H. Vail & Co., 1883, pp. 
849. 

Although treating of the histology of the whole human body, 
there is in it so much relating to the organs which come within the 
special domain of the ARCHIVES, that our readers may thank us for 
calling their attention tothis magnificent book. It embodies, for the 
first time, in a systematic treatise for medical practitioners, many 
biological and histological facts hitherto scattered through various 
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periodicals. It is a comprehensive work, and a thoroughly origi- 
nal one. It is positive, though not polemic, in its assertions, and 
many of its statements may at first meet with violent opposition, 
but will probably be finally confirmed. In the first 142 pages, 
the subjects of living matter and tissues in general are discussed ; 
in the next 210, connective tissue, fat, cartilage, bone, muscle, 
nerve, and epithelial and endothelial tissue. Then follow three 
chapters, respectively on inflammation, tuberculosis, and tumors, 
which are quite applicable to laryngology ; after which the author 
takes up the skin; the digestive tract, with teeth and liver; the re- 
spiratory tract, including nasal cavities, larynx, trachea, and lungs ; 
the urinary tract, the urine, and the male and female genital tracts. 
Of the very excellent illustrations, a main feature of the book, 24 
appertain directly to the respiratory organs. 
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MISCELLANY. 


CONCERNING THE HOLDING OF A SECOND INTERNATIONAL 
LARYNGOLOGICAL CONGRESS. 


At the meeting of the First International Congress of Laryngology, held at 
Milan on September 4, 1880, ‘‘it was decided that the Second International 
Congress of Laryngology should be held in Paris, in September, 1882. MM. 
Krishaber, Fournié, and Gouguenheim were chosen a Committee of Arrange- 
ments.” (See these ARCHIVES, vol. I, p. 385.) But on August 6, 1881, during 
a meeting of the Subsection ‘‘ Diseases of the Throat” of the Seventh Inter- 
national Medical Congress, held in London, ‘‘in the presence of nearly one 
hundred distinguished laryngologists, the wsanimous opinion found expression, 
that in view of the recognition now obtained at the hands of the profession in 
general, and in view of the fact that too frequent a repetition of International 
Congresses is apt to lead to a degeneration of such gatherings, it was desirable 
that the idea of holding a second zxdependent special Laryngological Congress 
next year at Paris (as decided last year at Milan) should be completely aban- 
doned.”” (See these ARCHIVES, vol. ii, p. 354 and pp. 372 and 373.) Asa 
fact, the time is past, and no Congress has taken place. A good deal of bad 
blood has been stirred up in this matter. It has been urged that the failure 
involves a certain illoyalty, and want of consideration toward our esteemed 
collaborator, Prof. Labus, to whose meritorious endeavors the assembling of 
the first Congress is due; and that the Subsection at London had no right to 
adopt any resolution contrary to the decision of that Congress. The first idea 
must not for a moment be entertained by any one connected with our specialty, 
for no representative of it would fail to accord honors to the gentleman named ; 
the second idea was plainly pointed out by the Secretary of the Subsection 
(vid. loc. cit.), and all that was done in London was a manifestation of opinion 
as to the desirability or undesirability of further specialistic Congresses. Con- 
sidering the unanimity of the laryngologists on that occasion, it certainly was 
to be justly feared that only a very small attendance could be secured for the 
second Congress in Paris; and we are not disposed to blame the members of 
the Committee of Arrangements—all of whom, indeed, it seems, were present 
at the London meeting—for acquiescing in the judgment thus expressed. 
But having accepted their position they should, in our opinion, not have 


386. Miscellany. 


allowed the time to pass without some publication of the fact that no Congress 
would be held. If they have made such publication, it has not come to our 
knowledge. 

Although we do not object to laryngological international any more than to 
national Congresses, we hope that a Section for Laryngology will hereafter be 
provided in every International Medical Congress. We entirely agree with the 
opinion long ago expressed by the late Prof. Waldenburg, and recently repeated 
by Prof. Rossbach, that laryngology is far more intimately connected with the 
other departments of medicine than is otology, ophthalmology, and perhaps 
even gynecology; that the throat specialist who limits himself to the larynx 
and knows the other diseases of the body not at all, or only superficially, must 
necessarily play a most unfortunate réle; that laryngology ought never to be- 
come a seeming whole, isolated from general medicine ; and that we should 
all work with might and main against the increasing tendency toward such 
separation. ‘Those upon whom devolves the duty of making arrangements for 
the International Medical Congress in Copenhagen, will, no doubt, accord 
to laryngology whatever position is granted to the most favored other specialty, 
as this branch of medicine has in London undeniably established its right to 
equality of recognition. 


DR. MORELL MACKENZIE. 


Our distinguished collaborator, Dr. Mackenzie, having made a short visit to 
America, will return to London on October 17th. During his stay of only two 
months, he has been in nearly every large city on this side of the water, and 
has been warmly received by his many friends. Numerous public and private 
receptions have been given in his honor. 


NEW YORK LARYNGOLOGICAL SOCIETY. 


The 52d regular meeting of the NEw YorRK LARYNGOLOGICAL SOCIETY will 
be held at the residence of Dr. R. P. Lincoln, 22 West 31st Street, on Octo- 
ber 13, 1882, at 8 P.M. 

Dr. Morell Mackenzie, of London, will make some practical remarks on 
‘*Excision of the Tonsils” ; Dr. J. Solis Cohen, of Philadelphia, will read a 
paper on the ‘‘ Pathology of Tubercle in the Larynx” ; and Dr. F. H. Bosworth 
will read a paper on ‘‘ Adenoma of the Vault of the Pharynx.” 
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